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ORIGINAL ARTICLES 


PULMONARY HYPERTENSION IN CONGENITAL AND ACQUIRED HEART DISEASE 
AS REVEALED BY CARDIAC CATHETERISATION 
K. VYTILINGAM, 


Professor of Medicine and Cardiologist, Christian Medical College & Hospital 
Vellore, 8. India 


INTRODUCTION Haemoptysis has been noted in patients with 
pulmonary hypertension associated with Eisen- 
An increasing sumber of articles on a ee menger complex, patent ductus arteriosus, mitral 
valvular disease and left ventricular failure. 
in 30 per cent of our patients. 
and diseases, lung Most of the patients with pulmonary hyper- 
tension gave a definite history of frequent attacks 
of cough and cold. 
Congestive cardiac failure with enlargement of 
cular hypertrophy, and later, right ventricular the liver, ys oedema a esces hes — 
failure with characteristic clinical, radiological and in 7 of cur patients an 
electrocardiographic signs. This paper is based on H 
material taken from three hundred and forty-two 4i dden death i 
ight heart catheterisations performed in the Cevelops insidiously Dut sudden death 
nig . Christian Medical Col frequent. Five patients in our series of primary 
department of cardiology, ~ pulmonary hypertension died suddenly. 
lege Hospital, Vellore. Well-recognised physical signs are those of 
The normal level of the pulmonary artery right ventricular hypertrophy and pulmonary hyper- 
pressure has been taken as 25/12 =. Hg or tension ; a small pulse, raised venous pressure with 
about one fourth of the normal systemic pressure. prominent ‘a’ waves in the jugular veins, a para- 
Any pulmonary artery pressure over 30/15 mm. sternal heave, a systolic lift over right ventricular 
Hg has been considered as evidence of pulmonary outflow tract, a palpable second sound which is 
hypertension. loud and closely split in the pulmonary area, fre- 
The following are the salient clinical features quently a systolic murmur and occasionally a 
of pulmonary hypertension: 1. Breathlessness on Graham Steell murmur. A triple rhythm is a com- 
exertion. 2. Chest pain of anginal type. 3. Mild mon feature and is probably a right atrial gallop. 
to moderate cyanosis. 4. Palpitation. 5. Respira- With the development of tricuspid incompetence a 
tory infections. 6. Hoarseness of voice. 7. Diz- pansystolic murmur appears. 
ziness and syncopal attacks. 8. Haemoptysis. Radiological examination of the patients with 
9. Congestive cardiac failure. pulmonary hypertension shows cardiac enlarge- 
41 
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ment due to the right ventricular hypertrophy. 
The right auricle is often enlarged. The left auri- 
cle is normal in size except in cases of mitral steno- 
sis. The pulmonary artery and its main branches 
are dilated and pulsations are increased amounting 
even to ‘‘hilar dance’’, unless a thrombus is present 
in the pulmonary artery or in one of its main 
branches. The aorta is small or normal in size. 
The periphery of the lung fields is usually clear. 

Angiocardiography demonstrates dilatation of 
the pulmonary artery and its main branches as 
well as a coppicing effect in the peripheral lung 
fields. 

Electrocardiographic changes show evidences 
of right ventricular hypertrophy, tall R in V, 
followed by inverted T over the right chest leads. 
P pulmonale is the constant feature in congenital 
lesion and this is due to right auricular hyper- 
trophy. P mitrale gives evidence of left auricular 
enlargement in mitral disease. 

It has been possible by cardiac catheterisation 
to demonstrate moderate to severe pulmonary 
arterial hypertension and abnormally high right 
atrial pulse pressures on these patients. Blood 
gas analysis shows normal or slightly reduced 
arterial blood oxygen saturation and an abnor- 
mally low mixed-venous blood oxygen saturation. 
Cardiac catheterisation is the most important in- 
vestigation to distinguish pulmonary hyperten- 


Totel No. of Coses——48 
M:22 Fi 26 


Age Group 


No. of Coses 


30 40 50 60 


sion of congenital cardiac anomalies such as 
atrial septal defect, ventricular septal defect and 
patent ductus arteriosus, from that of idiopathic 
pulmonary hypertension and mitral stenosis. 


Arria, Derecr wiTtH PULMONARY 
Hypertension (Fig. 1) 


Of the 48 proven cases of atrial septal defect, 
pulmonary hypertension was found in 37, seven- 
teen patients having pulmonary systolic arterial 
pressure over 60 min. Hg. Eleven had normal 
pressures in the pulmonary artery and right 
ventricle. 

Age group—Twenty-five patients were under 
20 years and two of this group had higher pres- 
sure than 60 mm. Hg in the pulmonary artery. 
Out of the twelve patients, who were between 
twenty and thirty years of age, cardiac catheteri- 
sation revealed high pulmonary artery pressure in 
five cases. Of the seven patients in the fourth 
decade, six showed well established pulmonary 
hypertension. The three patients between forty 
years and fifty years also had raised pulmonary 
artery pressure. The oldest patient was a woman 
of fifty-three years who had severe pulmonary 
hypertension of 140 mm. Hg. 

Clinical features—Palpitation was the chief com- 
plaint in most of these patients. Mild cyanosis 
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was not uncommon and in patients with reversal 
of shunt, cyanosis was obvious. Clubbing was 
not noted in any of these patients except the three 
who also showed cyanosis. A systolic thrill and 
systolic murmur were detected over the 3rd in- 
tercostal space close to the sternum. The pul- 
monary second sound was loud and invariably 
split. 

Electrocardiography—In addition to the right 
ventricular hypertrophy with strain pattern, auri- 
cular tachycardia and cardiac arrhythmia were 
seen. The QRS was prolonged in a few. A tall 
R, short S in V, and inverted or depressed T in 
lead III and in the right precordial leads or rsR 
type in V, or RS in V, were present in the 
electrocardiogram. 

Radiography—Fifty per cent of the patients 
showed enlargement of the heart with huge pul- 
monary arteries and visible pulsations on fluoro- 
scopy. There was usually considerable enlarge- 
ment of the right atrium. The aortic knuckle was 
hidden by the distended pulmonary artery. 

Cardiac catheterisation—This proved a left to 
right shunt at the auricular level in thirty-six 
cases and the catheter entered the left auricle 
through the defect in twenty-six. The shunt was 
balanced in twelve cases. 


VENTRICULAR Seprat, Derect wiTH PULMONARY 
Hypertension (Fig. 2) 


Twelve patients were diagnosed as having ven- 
tricular septal defect. 

Age—Ten were under 20 years of age and of 
the remaining two, one was a 28 year old woman 
and the other a 36 year old man. 

Sex—There were eight males and four females. 
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Clinical features—Exertional dyspnoea was the 

prominent symptom among the adults. Mild cyano- 
sis was seen in all but clubbing was not a con- 
stant feature. A bounding pulse was noted in 
many of the cases. A systolic thrill detected at 
the midsternal region and a systolic murmur 
along the left sternal border with a pulmonary 
ejection click were frequently found. In patients 
who had severe pulmonary hypertension a Graham 
Steell murmur was usually noted in the pulmo- 
mary area. 

Electrocardiography—The findings were not 
very different from those of ventricular septal defect 
per se. Evidence of biventricular hypertrophy 
was seen as rsR pattern in the right chest leads 
and QR in the left chest leads. The patients 
with ventricular septal defect with severe pulmo- 
mary hypertension showed severe right ventri- 
cular hypertrophy and some left ventricular 
hypertrophy. In a few the PR interval was 
prolonged. 

Radiography—Radiological examination re- 
vealed biventricular hypertrophy and fuirly large 
pulmonary arteries though not so large as it was 
found in arterial septal defects. Hilar pulsations 
were present. Lung vascularity was normal. 

Angiocardiography—It was done in four of our 
cases, but the results were not helpful. 

Cardiac catheterisation—This was performed 
in all these patients and in four the catheter 
entered the left ventricle. In all the twelve cases, 
there was a step up of oxygen 1'5 to 6 vol. 
per cent in the right ventricle over the atrium. 
All the twelve had pulmonary artery pressure 
over 40 mm. Hg but the wedge pressures were 
normal. 
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Patent Ducrus ARTERIOSUS WITH PULMONARY 
HYPERTENSION (Fig. 3) 


Pulmonary hypertension in patent ductus arte- 
riosus was observed in adult patients. Right 
heart catheterisation was done in twenty-one 
patients with patent ductus arteriosus when the 
diagnosis was doubtful, such a systolic-diastolic 
murmur replacing the continuous machinery mur- 
mur or when a prolonged diastolic murmur was 
heard in the pulmonary area. 

Age group—Hight patients were under 10 
years, ten patients between 10 and 20 and three 
were between 20 and 30. 

Sex—Nine patients were males and twelve 
were females. 

Clinical features—Cyanosis was not seen in 
any of these patients. Clubbing of the fingers was 
seen in two cases, who had had subacute bacte- 
rial endocarditis. 

Most of the patients complained of recurrent 
attacks of cold and respiratory infections, exer- 
tional dyspnoea and throbbing in the neck. 
Three had had haemoptysis. There was a systo- 
lic-diastolic thrill or a diastolic shock at the pul- 
monary area, The murmurs were either conti- 
nuous, or systolic and diastolic, or a Graham 
Steell murmur only. 

Electrocardiography—The findings varied from 
normal to left ventricular preponderance and with 
the advent of pulmonary hypertension, there was 
evidence of right ventricular preponderance as 
well. 

Radiography—This showed moderate enlarge- 
ment of the heart and dilated pulmonary artery 
and its main branches with increased pulsations 
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in them. With severe pulmonary hypertension, 


the lung periphery appeared clear. 
Cardiac cathterisation—It was found that 


cardiac catheterisation was of great aid in estab- 
lishing the diagnosis of a patent ductus in the 
presence of pulmonary hypertension. The pul- 
monary artery pressure was normal in eleven, 
slightly raised in five and over 70 mm. Hg in the 
remaining five cases, in two of which the pulmo- 
nary artery systolic pressure was over 100 mm.Hg. 
The catheter entered the ductus in eight. A left 
to right shunt was detected by the presence of 
oxygen step up of 2 to 3 volumes per cent in the 
pulmonary artery blood over that of right ven- 
tricle in seventeen cases. Balanced or reversed 
shunt was present in four patients with severe pul- 
monary hypertension. 


PRIMARY PULMONARY HYPERTENSION 


To place patients in this group, it is essential 
to prove that they have a competent left ventricle, 
normal mitral valve, absence of an abnormal com- 
munication between the lesser and great circula- 
tions and no disease of the lung parenchyma 
that narrows the pulmonary vascular bed. Breath- 
lessness on exertion and chest pain of the angi- 
nal type were the leading symptoms. Mild cyano- 
sis was almost frequently seen though clubbing 
was not conspicuous. A few were admitted with 
abdominal distention and ankle swelling and four 
had hoarseness of voice. 

Shepherd et al (1957), Heath and Whittaker 
(1957) and Evans et al (1957) have described pri- 
mary pulmonary hypertension to be more com- 
mon in women than in men. However, in this 
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series of twenty-eight patients with primary pul- 
monary hypertension, there were fifteen men and 
thirteen women. Those who were proved at post 
mortem were all men. 

Age group—There were two under 10 years, 
nine between 10 and 20 years, eleven between 20 
and 30, four between 30 and 40 and two between 
40 and 50 years of age (Fig. 4). 

Clinical features—In our experience, cardiac 
murmurs were not characteristic. Some had a 
systolic murmur with a closely split loud second 
sound. A few had Graham Steell murmurs. 
The systolic murmur was heard at the apex and 
in some over the left sternal border, a triple 
rhythm was present in 70 per cent of the patients 
at the time of admission. 

Electrocardiography—The E.C.G. varied from 
normal to right ventricular hypertrophy with 
strain pattern. A tall peaked P was a common 
finding (P pulmonale). 

Radiography—Right ventricular enlargement 
was noted in most of the cases. The pulmonary 
artery and its main branches were dilated and 
showed increased pulsations. Absence of left 
auricular enlargement was a very helpful point 
in differentiating primary pulmonary hypertension 
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from pulmonary hypertension due to mitral 
stenosis. The periphery of the lungs appeared 
clear. 

Angiocardiography—The findings are the same 
as in all cases of severe pulmonary hypertension 
but the demonstration of the absence of an abnor- 
mal shunt excludes conditions such as patent 
ductus arteriosus, ventricular septal defect and 
atrial septal defect with reversal of flow. 

Cardiac catheterisation—It was very difficult to 
establish the diagnosis of primary pulmonary 
hypertension in three cases and differentiate them 
from that of pulmonary hypertension due to 
mitral valvular disease. During cardiac cathe- 
terisation, it was found that one patient had a 
systolic pressure of 40 to 60 mm. Hg in the pul- 
monary artery and the rest had pressures of 
60 mm. Hg or over in the pulmonary artery. 
Four had pressure between 60 and 80 mm. Hg, 
nine between 80 and 100 mm. Hg, seven between 
100 and 120 mm. Hg, five between 120 and 140 
mm. Hg and two between 140 and 160 mm. Hg. 
There was also evidence of raised right auricular 
pressure. Seven patients showed a pressure of 


10 mm. Hg in the right auricle, fifteen had pres- 
sure between 10 and 20 mm. Hg and six between 
20 and 30 mm. Hg (Fig. 5). 
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Left heart catheterisation revealed normal left 
auricular pressures, thus confirming the diagnosis 
of primary pulmonary hypertension. There was 
no evidence of any shunt in any of these patients. 


EISENMENGER’S COMPLEX WITH PULMONARY 
HYPERTENSION (Fig. 6) 

Seven patients with increased pulmonary 
artery pressure showed signs and symptoms of 
Eisenmenger’s complex. 

Age group—Four of them, were between 10 and 
20 years and three between 20 and 30 years. 
Sex—Four were males and three females. 
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Clinical features—Dyspnoea, exercise intoler- 
ance, fatigue and repeated attacks of pneumonia 
were the prominent findings. Two were admit- 
ted in congestive failure. Five of the seven 
patients, gave a history of haemoptysis. Physic- 
ally these children were poorly developed, cyanosis 
was present in all cases and clubbing was a con- 
stant feature. Some chest deformity was seen. 
Increased pulsation over the epigastric region 
was a constant feature. The heart sounds were 
loud. A systolic murmur and a rumbling dias- 
tolic murmur were present at the apex and 
pulmonary area. 
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Radiography—Radiographic examination re- 
vealed considerable cardiac enlargement involving 
both ventricles and left atrium. The pulmonary 
outflow was prominent and the pulmonary vas- 
culature was engorged. The aorta was of aver- 
age size. At fluoroscopy, there were increased 
pulsations in the pulmonary artery and its 
branches. In some cases, intrinsic pulsations 
could be seen in the pulmonary vasculature. 

Electrocardiography—The electrocardiogram 
showed right ventricular preponderance with some 
‘left ventricular potentials in almost all cases. 
The P waves were tall and pointed in all the 
standard leads, indicating combined atrial hyper- 
trophy. 

Cardiac catheterisation—At cardiac catheterisa- 
tion, all seven patients had pulmonary artery 
systolic pressures over 70 mm. Hg and one had 
a pressure of 154 mm. Hg. The pulmonary capil- 
lary pressure was also elevated. In four cases, the 
oxygen content of the right ventricle was in- 
creased from 2 to 3 volume per cent over that of 
right auricle. The catheter entered the aorta in 
three cases. 

Angiocardiography revealed simultaneous opa- 
cification of aorta and the dilated pulmonary 
artery and its branches in three cases. 


Tora, ANOMALOUS PULMONARY VENOUS 
RETURN 


A ten year old girl was admitted with a history 
of dyspnoea on exertion and increasing blue 
colouration of finger nails and lips. 
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Clinical features—Physical examination re- 
vealed a slightly underdeveloped girl with a large 
heart of cottage-loaf shape. She presented systo- 
lic and diastolic murmurs along the left sternal 
border and in the pulmonary area. 


Electrocardiography—Electrocardiogram show- 
ed right ventricular hypertrophy with rsR in V, 
and deeply inverted T waves in V,R to Vj. 

Cardiac catheterisation—The oxygen content 
of the blood in the right auricle was 3°8 volume 
per cent more than that of the femoral artery and 
the pulmonary artery pressure was 95/50 mm. Hg. 


Acgurrep Heart DISEASE WITH PULMONARY 
HYPERTENSION (Fig. 7) 


It is well known that many patients with 
mitral stenosis have a raised pulmonary artery pres- 
sure, increased pulmonary capillary pressure, 
increased pulmonary vascular resistance and low 
cardiac output. Dexter (1950) showed that the 
immediate cause of the raised pulmonary artery 
pressure was an increased pulmonary vascular 
resistance that formed a second barrier to the cir- 
culation in the pulmonary vessels in addition to 
the primary barrier at the mitral valve. 

Thirty-seven patients with mitral stenosis were 
subjected to cardiac catheterisation studies because 
they showed definite evidence of pulmonary 
hypertension. 

Age group—Of these 37 cases, twenty-two were 
males and fifteen females. There were five under 
the age of 10, eleven between 10 and 20, twelve 
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between 20 and 30, six between 30 and 40 and 
the rest between 40 and 60 years. 

It was sometimes difficult to recognise mitral 
stenosis when combined with severe pulmonary 
hypertension because the characteristic physical 
signs of the valvular lesion were suppressed. A 
history of rheumatic fever in early life or recur- 
rent attacks of joint pain was obtained in many 
of the patients to classify them under the diagnosis 
of mitral valvular disease of rheumatic origin. 

Clinical features—In most of these mitral 
valve disease patients with pulmonary hyperten- 
sion, the characteristic signs were a small pulse, 
raised venous pressure, a prominent auricular 
wave in the neck, if sinus rhythm was present a 
loud first sound with a systolic murmur and a mid- 
diastolic sound. This mid-diastolic sound appear- 
ed to replace the diastolic murmur at the apex. 
An opening snap was not a constant feature. 


Electrocardiography—As a rule, the electrocar- 
diogram showed right ventricular preponderance 
with a tall R, short S in V,R to V, and a S wave in 
V,. ST depression was present in lead III and this 
deformity was exaggerated by digitalis therapy. 
The T’ wave was inverted in V,. Auricular 
fibrillation was present in eleven cases and in 
those with normal sinus rhythm, there was evi- 
dence of left auricular hypertrophy in fifteen and 
left and right auricular hypertrophy in nine 
patients. 

Left auricular hypertrophy was evidenced by 


a large P wave with a peak interval 0°04 sec. in 
any of the leads, particularly lead II and III or a 
bifid P wave 30 mm. high in V, to V, with a 
dominant second peak (Thomas and De Jong, 
1954). 

Right auricular hypertrophy manifests a tall 
P wave that is 25 mm. to 3 mm. high in V, and 
at the same time diphasic, pointed or bifid with 
a dominant first peak. 

Radiography—The size of the heart varied 
from normal to gross enlargement, the cardio- 
thoracic ratio varying from 45 to 72 per cent. 
There was evidence of right ventricular hyper- 
trophy with great enlargement of the main pulmo- 
nary artery and its branches. The left border of 
the heart showed an actual bulge in the region of 
the main pulmonary artery instead of a straight 
left border which is usually seen in mitral stenosis 
per se. Most of the patients showed changes in 
the lung parenchyma such as hilar and pulmonary 
clouding with interlobular lines. Haemosiderosis 
was the radiological finding in three cases. The 
lung periphery appeared clear in six cases. 

Fluoroscopy of the patient in the oblique posi- 
tions during a barium swallow revealed an enlarge- 
ment of the left auricle in 28 cases, and this helped 
to confirm the presence of mitral valvular lesion 
associated with pulmonary hypertension. There 
were two patients in this group, who showed 
aneurysmal dilatation of the left auricles in addition 
to a raised pulmonary artery pressure. 
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Cardiac catheterisation—Fifteen patients had 
slightly elevated pulmonary artery pressures of 
30 mm. Hg to 50 mm. Hg. Twelve had pressures 
between 50 and 70 mm. Hg. Of the remaining 
ten, six had pressures between 70 and 90 mm. Hg, 
three between 90 and 110 mm. Hg and one had a 
systolic pressure of 136 mm. Hg in the pulmonary 
artery (Fig. 8). In all these patients, the pulmo- 
nary capillary pressures were above normal. The 
pulmonary resistance calculated only in eighteen 
cases was increased from 4 to 14 units. 


. Twenty-eight of these patients had surgical 
correction for mitral stenosis. 


Less Common Ciinicat STATES WITH 
PULMONARY HYPERTENSION 


Evans (1959) has discussed pulmonary hyper- 
tension in relation to less common clinical states 
such as recurring pulmonary embolism, strangula- 
tion of pulmonary veins, myxoma of the left 
atrium, neoplasia, scleroderma, pneumoconiosis 
from anthracosis or asbestosis and holohyperten- 
sion (when occlusion affects both the pulmonary 
and renal arteries). 

In this series two cases were diagnosed as pul- 
monary hypertension resulting from recurring 
pulmonary embolism, one was a man aged fifty- 
five with a history of repeated respiratory infection 
and haemoptysis while the other was a 34 year old 
woman with a history of thrombophlebitis. Both 
were admitted with signs and symptoms of conges- 
tive failure and died. The man had symptoms of 
low cardiac output with constant complaint of 
anginal pain. He died suddenly with signs of 
shock. The electrocardiogram did not show any 
evidence of infarct. The woman died of intract- 
able’ congestive failure. Electrocardiogram showed 
right ventricular hypertrophy and prominent P 
waves. At cardiac catheterisation, there was no evi- 
dence of shunt and the pressure in the pulmonary 
artery and its main branches was 110/54 mm. Hg 
in the man and 140/60 mm. Hg in the woman. 

Unfortunately autopsy was not obtained in 
either case. 

Four patients with emphysema had cardiac 
catheterisation studies done. None of them showed 
abnormally raised pulmonary artery pressure. 
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PARTIAL ALBINISM 
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Professsor of* Pharmacology, Osmania Medical . 
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Hyderabad, Andhra Pradesh 


INTRODUCTION 


Partial albinism or familial white skin spotting 
is a rare congenital condition of the skin inherited 
as a simple dominant feature. It is characterised 
by the presence of milky white spots either 
localised or more widely distributed over the body. 
The skin of the forehead and the midfrontal portion 
of the scalp may be involved ; the hair overlying 
the depigmented skin of the scalp is white, ‘white 
forelock.' The condition is present at birth and 
remains constant throughout life. Sex does not 
play any part. The pattern of the skin in this 
condition varies according to the extent and the 
distribution of the depigmented patches in the 
normal skin. A large depigmented area may 
contain several islands of normal skin or a few 
white skin patches may be present in the normal 
skin. If the depigmented patches alternate with 
the normal skin areas it may give a mottled appear- 
ance like that of a leopard skin (Pardo-Costello, 
1926). 

Reports of cases of partial albinism have been 
appearing in literature since 1697 (Cooke, 1952). 
Simon (1861) reported 32 cases collected from the 
literature of the 18th and 19th centuries. Cooke 
(loc. cit.) studied the reports of these early cases 
and concluded that the majority of them were 
probably cases of vitiligo. Morgan (1786) showed 
the familial occurrence ; Berger (1871) made refer- 
ence to the hereditary character and Rizzoli (1877) 
published a full familial study of this anomaly. 

Partial albinism has various synonyms: fami- 
lial white skin spotting, piebaldism, congenital 
leucoderma, albinoidism, poikilochromia alba, white 
blaze, poliosis circumscripta, and white forelock. 
The term partial albinism though somewhat inaccu- 
rate has been accepted by many as it simplifies the 
nomenclature. Designations like white blaze and 
poliosis circumscripta have been given to the 
lesions which are localised and white forelock to 
the white hair on the midfrontal portion of the 
scalp overlying the depigmented skin. 

The two conditions which may simulate partial 
albinism are vitiligo and total albinism. Vitiligo 
can easily be differentiated as it is acquired ; the 
depigmented patches in this condition have hyper- 
pigmented borders and show changes in their size. 
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Total albinism, a more common condition than 
partial albinism, is inherited as a recessive 
character. In this condition the pigment is absent 
from the whole body skin, the choroid and the 
iris ; the persons affected usually show other con- 
genital abnormalities. The pigmentary defect in 
this condition ia due to the absence of the enzyme 
tyrosinase which takes part in the conversion of 
tyrosine to the pigment melanin. In partial albi- 
nism the defect lies in the distribution of the 
pigment though the depigmented skin itself does 
not contain any tyrosinase (Jahr and McIntire, 
1954). 

Partial albinism has been shown to ocur in the 
dark skinned Negroes and also in the white skin- 
ned people of different countries, viz., England, 
France, Germany, Switzerland, Holland, Norway, 
Italy, U.S., Cuba and Spain, (Cooke, 1952). Many 
of the isolated cases were noted in Negroes because 
of the ease in recognition of white spots in the 
dark coloured people as compared to the white. 
As far as the author knows the condition has not 
been reported in Indians so far. Because of the 
rarity’ of the condition and because of the absence 
of report in the Indian literature it was considered 
to be of interest to report the following five cases 
of partial albinism occurring in four generations of 
an Indian family from Hyderabad district in 
Andhra Pradesh. 


Cast REPORTS 


S.N., a boy, aged 9 years, was admitted in the casualty 
ward of Osmania General Hospital in October 1956, for 
fractured right leg. The boy had peculiar distribution of 
white and dark spots (Figs. 1A, 1B and 1C, vide Plate). 
The grandfather of the patient stated that the child was 


born like that and that the condition was coming in 
the family from his affected mother-in-law; the parents 
of his mother-in-law as far as he could remember were 
normal. He further stated that his wife, two of his 


_ children and two grandchildren were also affected. 


On examination, apart from the fractured leg the 
boy appeared to be in good realth. He did not reveal 
any abnormality either on physical examination or after 
laboratory investigation. Blood Wassermann reaction 
was negative. 

Skin—Milky white spots irregular in shape and size 
were found to be present in the lighter coloured skin 
all over the body. Besides the milky white spots and 
the light coloured skin, there were numerous dark 
pigmented patches of various sizes scattered all over the 
body. Some of these were several centimetres in dia- 
meter. This pattern, consisting of the milky white spots 
in the light coloured skin and dark pigmented patches, 
was very clear on the trunk, back, arms, face and 
thighs. On the legs, feet, meck and dorsum of the 
hands (Fig. 2, vide Plate) the pigmented patches were 
darker and the difference in shade amongst themselves 
was very little as compared to the pigmented skin on the 
trunk (Figs. 1B and 1C, vide Plate). This may probably 
be due to the exposure of these parts to the sun rays. The 
skin of the scalp was difficult to examine due to the 
presence of hair. 

Milky white skin spots were larger in size and more 
prominent on the knuckles, elbow, knee and ankle joints. 
Large milky white patches were also present on the 
volar surfaces of the wrists. The skin of the palms of 
the hands also showed a few white spots and several 
dark pigmented spots very similar to those in his father’s 
hands and wrists (Fig. 3, vide Plate). The lips were 
also similarly affected. The mucous membrane of the 
mouth was free. 

Hair—The body hair was of light colour. The hair 
of the scalp was chiefly of lighter colour with a few 
patches of dark hair. 


@ Affected Femaie 


BB Affected Male 
Unaffected Male >€ Died in infancy 
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O Unaffected Female 
Married but no issue 
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Family members—The remaining four affected mem- 
bers of the family were also examined in detail and 
were found to have white spots and dark spots with a 
light colour skin background similar in pattern to that 
of the patient. The grandmother of the boy, aged 60, 
had white scalp hair because of her old age, the father, 
aged 45, had less distinct pattern having suffered from 
smallpox in childhood. The condition of the other two 
affected members, viz., his father’s sister and her son 
was very similar to that of the patient. Similarity in 
pattern and the prominence of depigmented areas on 
the knees, ankle joints and the knuckles was noticeable 
amongst all the five affected members. All of them 
were otherwise healthy individuals. The two living un- 
affected members were dark, the colour of the skin on 
examination appeared to match with the colour of the 
dark pigmented patches in the affected individuals. 
The family pedigree chart is shown in Fig. 4. It can 
be seen. from the family tree that ont of the total of 
eleven offsprings in four generations, six were affected 
and five were normal. It can also be seen that no ge- 
neration was free from the condition and that the affected 
children were born to the affected parents. This shows 
that the trait is inherited as a dominant mendelian 
characteristic. 


DISCUSSION 

Partial albinism is a rare condition. According 
to Smith and Schulz (1955) only 25 families have 
been reported in the world literature upto 1955. 
The family described here is probably the first 
Indian family to be reported. Cooke (1952) found 
from the reports of other writers and from his own 
observations that the face and the back were never 
involved in this condition. In the cases reported 
here no part of the body skin including the back 
and the face was found to be free of the lesions. 
In addition, lesions were also found on the lips. 
This indicates that, though the extent and the 
distribution of the lesions may vary from family 
to family, no particular part of the body skin is 
exempted. The second unusual feature noted was 
the presence of three shades of colour, viz., light 
coloured skin, milky white and dark coloured 
patches. 


This feature of a rare occurrence has been 
reported by Smith and Schulz (1955) in a white 
American woman in whom hyperpigmented spots 
were present on the legs and thighs along with 
the milky white and normal coloured skin. In the 
cases repoorted here the dark pigmented spots 
were numerous and more widely distributed. 


It is difficult to say whether the light coloured 
skin or the dark pigmented skin represented the 
normal colour. It may be presumed that the 
latter, as it matched with the colour of tke un- 
affected members of the family might represent the 
normal colour of the skin in the affected members. 
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It is also difficult to éxplain the presence of three 
shades of skin colour. It may be that the pattern 
as a whole is a result of mutation appearing first 
in the greatgrandmother of the patient and 
transmitted unchanged to the successive genera- 
tion through a dominant gene. 


SUMMARY 


An Indian family of piebalds has been reported 
and some unusual features present have been 
described and discussed. 

The condition was traceable in four genera- 
tions and found to be inherited as a simple mende- 
lian dominant character. 
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SOME CLINICAL OBSERVATIONS ON 
URINARY CALCULI 


PRITAM DAS, .s., (ENG.), 


Professor of Clinical Surgery 
Medical College, Kanpur 


The present paper is based on a study of 82 
cases of urinary calculi admitted under the author’s 
charge between June 1955 and June 1957 at the 
Gandhi Memorial Hospital, Lucknow. The cases 
comprised of: Renal calculus—38; ureteric 
calculus—i2; vesical calculus—30; urethral 
calculus—2. Total 82. 


During investigation and treatment of these 
cases particular interest was taken to find out any 
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obvious factor which might have led to the forma- 
tion of the calculus. Although the causation of 
urinary calculus i- ot yet fully known, it can be 
said that urinary stasis, infection, vitamin A defi- 
ciency and hyperexcretion of the stone-forming 
minerals in urine induce calculus formation. 
Considerable work has been done already to study 
the initial formation of a nidus around which a 
calculus can grow. ‘This nucleus may form in a 
number of ways, viz.: (a) by coalescence of crys- 
tals (Rainey, 1851), (b) by incrustation of crystal- 
loids on a colloidal protein coagulate, (c) from a 
subepithelial plaque of calcification (Randall Type 
I, 1937) or intratubular calcification (Randall Type 
II, 1937) ; (iv) from microliths deposited in kidney 
substance (Anderson and McDonald, 1946) and 
their subsequent flow into the fornices along the 
lymphatics (Carr, 1954). Rarely blood clot, shed 
epithelium, clumps of bacteria and foreign bodics 
may act as nuclei for stone formation. 


RENAL CALCULUS 


There were 38 cases of renal calculus, twenty- 
seven of whom were operated on. Thirty-one 
cases were males and only seven females, thus 
the incidence in this series was four and a half 
times more in the male patients. The urinary 
calculi are more common in the male, although 
the other reported series do not show such a mark- 
ed disparity. For example, of the 1568 cases of 
renal calculi treated at the London Hospital, Lett 
(1936) found 849 male and 719 female cases. It 
was suggested by Shorr (1945), quoted by Robin- 
son (1947), that the lower incidence in the females 
may be due to the presence of larger amounts of 
citrate in their urine. However, this has not yet 
been fully substantiated. Another observation 
worth considering is the frequency of pyelitis and 
mild degrees of hydro-ureter and hydronephrosis 
in women during the period of gestation. This 
stasis and infection should actually increase the 
incidence of calculus disease in women. 


Age incidence—Our female patients belonged to 
a younger age-group when oestrogen activity is 
maximum and the amount of citrate excreted in 
the urine is considerable. The age of all our 
patients varied from 12 to 56 years ; of these the 
female patients were between 17 and 38 years of 
age. The mean average was 37°4 years for males 
and 24°5 years for females. 

There was slight left-sided preponderance, 
there being 18 cases of the left side, 16 cases of 
the right side and 4 bilateral cases: Winsbury- 
White (1938) also reported a left-sided frequency. 
In his series 50°55 per cent were of the left side, 
36°4 per cent of the right side and 13°05 per cent 


bilateral. The greater frequency of the renal cal- 
culus on the left side had not yet been satisfactorily 
explained. 

The four bilateral cases in this series had 
multiple stones as well. Serum calcium was esti- 
mated in three of them (Cases 33, 47, and 87) and 
was found to range between 87 and 9°4 mg. per 
cent. It was thus not higher than the normal 
range. There was no clinical evidence of hyper- 
parathyroidism either. 

Number of calculi—The calculi were multiple 
in 18 patients and in the rest of the twenty cases 
there was only one calculus. The multiplicity was 
thus quite a common feature. The maxinium 
number of stones present in any single case was 
two hundred. In this case (Case 51) there were 
six large stones and the rest were small and round 
like mustard grains (Fig. 1, vide Plate). It is 


‘ apparent that such a large number of calculi could 


not have formed by the mechanisms described by 
Randall (loc, cit.) or by Carr (loc. cit.). The kidney 
in this case formed a closed pyonephrotic sac and 
the stones had formed in all probability by coales- 
cence of crystals or by incrustation of mineral salts 
round about clumps of fibrinous exudate. In 
another case (Case 2) there were 23 multifaceted 
highly polished calculi of a brownish colour lying 
in a dilated fusiform renal pelvis. Some of these 
stones were sectioned and their nuclei were found 
to be exactly central and not eccentric as would be 
expected had they formed on a Randall’s plaque. 
In another case (Case 3), there were 44 whitish 
flattened disc-like stones lying in a dilated pelvis 
obstructed by an epidermoid carcinoma. In these 
stones also the nucleus was central and in all pro- 
bability these calculi formed by precipitation of 
salts around fibrinous exudate provided by the 
ulcerating surface of the cancer. 


Position of the calculi in the kidney—The com- 
monest position of the calculus was in the renal 
pelvis. Calculi were present in the pelvis alone in 
20 kidneys, in the lower calyx alone in 4 and in 
the upper calyx alone in one kidney only. In the 
rest of the cases the stones were present in the 
pelvis as well as the calyces. It is reasonable to 
presume that when a stone is lying in the pelvis it 
will cause urinary stasis in the calyces hence it is 
possible that the stomes in the calyces in these 
cases formed subsequently. 

It has been the observation of other authors 
also that renal calculus lies in the pelvis in the 
majority of cases. In a series of 289 cases at St. 
Peters Hospital, London, quoted by Winsbury- 
White (1948), there were 130 cases of calculi in the 
pelvis alone and 37 cases of calculi in the lower 
calyx alone. There were 61 other cases in which 
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the calculus was present in the pelvis as well as 
the calyces. No explanation has, however, been 
offered so far for the greater frequency of calculi 
in the pelvis. It is generally believed that most of 
the calculi form in the minor calyces and from 
there they migrate into the pelvis. They migrate 
while they are still small enough to pass through 
the neck of the calyx. If the neck gets stenosed or 
the calculus becomes large due to attachment or 
some other reason, it will then remin in the calyx. 
Once a stone comes to lie in the pelvis, it is likely 
to pass down the ureter if-it is small enough to pass 
through the pelvi-ureteral junction. However it 
will not pass down if the size of the stone is larger 
than the pelvic outlet. Such a situation would be 
less frequent than the former. On the other hand 
a stone of even a small size would get retained in 
the pelvis if there is narrowing at the pelvi-ureteral 
junction due to stricture or kinking. Thus it is the 
narrowing at the pelvi-ureteral junction or the neck 
of the calyx which will largely determine the loca- 
tion of the calculus in the pelvis or the calyx. It 
also implies that many a small stone which would 
have passed out through a normal pelvi-ureteral 
junction would get retained in those persons who 
have a stricture or kink at this site. 

Thus the significance of pelvi-ureteral narrow- 
ing is not only that it leads to stasis of urine but 
also that it will not allow small concretions to 
pass out. 

Congenital anomalies—Congenital anomalies 
were present in 9 out of the 27 patients who were 
operated on. Of these, the anomaly in seven cases 
(Cases 2, 47, 72, 78, 76, 61 and 68) was of such a 
nature that it could have contributed towards the 
formation of calculi while in two cases (Cases 
64 and 70), who had a bifid pelvis, it is difficult to 
say whether this anomaly could have been respon- 
sible for the stone formation. 


In Case 2, two major calyces were issuing 
separately from the kidney and these opened into a 
dilated sac-like pelvis from the lower end of which 
the ureter issued (Fig. 2). There was also a 
marked narrowing at the pelvi-ureteral junction. 
There was no apparent infection and the calculi 
were most probably induced by stasis and were 
retained in the pelvis due to stricture at the pelvic 
outlet. 

In Case 47, there was a horse-shoe shaped 
abnormality ; a cordlike prolongation was found 
extending downwards and medially from the lower 
pole of the kidney. A pre-operative pyelo- 


graphy had also shown anteromedial direction of 
the calyces. The pelvis was anterior to the vas- 
cular pedicle and the ureter was running in front 


Fic. 2—D1sGRam OF THE Neraeectomy 
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of the horizontal bar of the horse-shoe leading to 
stasis. 

Two cases’ (Cases 72 and 76) had a well-deve- 
loped aberrant renal artery entering the lower pole. 
In Case 72 the artery was passing behind the pelvi- 
ureteral junction and the pelvis was situated on the 
anterior aspect of the renal pedicle. This patient 
had been operated once before in 1946, and now 
there was a recurrence of calculi. The other case 
(Case 76) had bilateral renal calculi and excretory 
pyelography demonstrated a completely intrarenal 
pelvis. At operation on the left side the intrarenal 
position of the pelvis was confirmed and a well 
formed aberrant renal artery was also found enter- 
ing the lower pole of the kidney. The artery pas- 
sed behind the ureter. It was a good sized artery 
and for this reason it was not resected at the time 
of operation. Postoperatively a utinary fistula 
formed and persisted for a number of weeks. 


| 
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During this period it was observed that if the 
patient lay on the right side with a forward tilt, no 
urine leaked out. This could be, because in this 
position the aberrant artery would not be pressing 
upon the ureter. This left little doubt that the 
aberrant artery caused obstruction to the free flow 
of urine. It can safely be presumed that on the 
other side also an aberrant artery was present and 
predisposed to calculus formation. 


Of the other congenital anomalies, Case 78 had 
the pelvis situated anterior to the renal pedicle The 
anterior position of the pedvis may or may not be 
conducive to stone formation but this patient also 
had considerable narrowing of the pelvi-ureteral 
junction. Case 61 had ectopia vesicae with a cal- 
culus in the left kidney. In this patient stasis and 
infection might have been the responsible factors. 
In another patient (Case 68) there was a conge- 
nital vesicovaginal fistula. She was a young girl 
of 15 years who had dribbling of urine since in- 
fancy and had never passed urine in the normal 
way. Vaginal examination disclosed two small 
openings in the anterior fornix from which the 
urine constantly dribbled. She had a calculus in 
the left kidney which was found to be function- 
less on excretory pyelography. At operation the 
kidney was found to be a bag of caseous material 
and there was stricture at the pelvi-ureteral 
junction. 

Nephrectomy specimen—Nephrectomy was per- 
formed in nine patients (Cases 2, 3, 68, 5, 51, 
55, 65, 67 and 63) and the specimens removed 
were studied. In Case 2, the nature of the ano- 
maly could not be properly assessed at the time 
of operation and a nephrectomy had to be per- 
formed. Subsequent examination of the specimen 
showed quite a well-marked stenosis at the pelvi- 
ureteral junction (Fig. 2) and on retrospect there 
appears to be sufficient justification for nephrec- 
tomy. In Case 68, who had a congenital vesico- 
vaginal fistula, nephrectomy was done due to the 
accompanying tuberculous pyonephrosis and the 
specimen showed complete destruction of the 
renal parenchyma and almost a complete obstruc- 
tion at the pelvi-ureteral junction. Case 3 had a 
squamous celled carcinoma of the pelvis which was 
completely blocking the pelvic outlet. ‘These 
three cases have already been discussed in the pre- 
ceding paragraphs. 

In five patients (Cases 5, 51, 55, 65 and 67), 
nephrectomy was performed because of destruc- 
tion of most. of the kidney substance by calculus 
pyonephrosis. There was complete or almost 
complete stenosis at the pelvi-ureteral junction in 
all these cases. It is quite possible that the pelvi- 
ureteral narrowing was the initial lesion which 


_ teresting features about this calculus. 


subsequently led to stasis, retention of calculus 
and infection. Cases 5 presented an additional in- 
teresting feature. In this case a large calculus 
was lying in the pelvis and the nephrectomy 
specimen showed pelvi-ureteral stenosis through 
which only a fine probe could be passed. On 
bisecting the specimen another small stone (}’ in 
diameter) was found attached to papilla of a minor 
calyx in the upper pole. The attachment was 
firm and the stone could not be separated from 
the kidney by ordinary pulling. Here was an 
example of calculus formation in the way Ran- 
dall had described. There were two more in- 
It was not 
visible on the clinical skiagram so that if only a 
pyelolithotomy had been performed on him this 
small storie would have been left behind leading 
to subsequent recurrence. The calculus along 
with adjoining renal tissue was decalcified and 
microscopic sections were made by the same tech- 
nique as for bone tissue. Examination of the sec- 
tions revealed ossification in the region of 
attachment of the calculus. Phemister (1923) 
reported three cases of ossification in renal calculus 
and from his review it appears that his cases were 
the first to be recorded. Incidentally he also 
stated that nobody till then had described attach- 
ment of the stone to the renal papilla. This case 
of ours is very similar to the ones described by 
Phemister. The tendency of tissues to ossify is 
more in the urinary tract than in the other organs 
and is ascribed to direct and continuous action of 
urine upon altered tissues bordering on the urinary 
tract. 

In Case 63 nephrectomy had to be done due 
to uncontrollable haemorrhage from a large branch 
of the renal artery running along the posterior lip 
of the renal sinus. The artery was not recognised 
and got injured at the time of making a longi- 
tudinal incision in the pelvis. The nephrectomy 
specimen was skiagraphed, when two small radio- 
opaque shadows were found in it besides the main 
stone in the pelvis (Fig. 3, vide Plate). The 
kidney was then carefully bisected and two small 
stones 2 to 3 mm. in size composed of a few crys- 
tals were found lying in a minor calyx in the 
upper pole. There was no facet of attachment on 
them and they were irregular and star-shaped so 
that there was no evidence of their having formed 
from a sub-epithelial plaque or from a microlith. 
They were obviously unmistaken examples of cal- 
culus formation by coalescence of crystals. 

Infection—Infection holds an important place 
in the causation of urinary calculus. Winsbury- 
White (1938) and Hellstrom (1949) laid great 
stress on infection as the causal agent in the for- 
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(1922) postulated even the existence of specific 
streptococci responsible for stone formation. How- 
ever, it has always been difficult to demonstrate 
whether the infection preceded or followed stone 
formation. There appears to be general agree- 
ment that infection helps in augmenting the size 
of the calculus particularly when the infection is 
due to urea-splitting organisms. In the cases 
reported here urine culture was not performed as 
a routine although urine was examined in all cases 
for pus cells. On a single routine examination 
pus cells were found to be present in all but two 
cases. Urine culture was performed in eight 
cases only ; it was negative in three The positive 
cultures showed E. coli in three cases, Pseudomo- 
nas in one and Streptococcus faecalis in one case. 


Recurrence—Three cases (Cases 72, 76 and 64) 
have shown recurrence of calculi so far. Case 72 
was operated in 1946 and the stone recurred on 
the same side after about eight years. At the 
second operation the pelvis was found to be 
situated on the anterior aspect of the renal pedicle 
and a large aberrant renal artery was found enter- 
ing the lower pole of the kidney. The artery was 
producing a kink at the pelvi-ureteral junction. 
Case 76 had bilateral renal calculi and was ope- 
rated on the left side only. Stone formation has 
recurred now on the left side fwo and half years 
after the operation. He had a completely intra- 
renal pelvis and quite a large-sized aberrant renal 
artery was found producing a kink in the ureter 
about the level of the lower pole of the kidney. 
In Case 64, who was operated in May 1956, recur- 
rence occurred after about three years. At opera- 
tion there was quite a large amount of fibrofatty 
tissue around the pelvis and upper part of the 
ureter. The opening of the ureter into the pelvis 
admitted a fine ureteric catheter and was rigid. 
The pelvi-ureteral junction was narrower than it 
normally is. An intravenous pyelography taken 
at the time of readmission for recurrence shows a 
patent but narrowed pelvi-ureteral junction (Fig. 
4, vide Plate). 

Thus the three cases of recurrence in this 
series showed narrowing or kinking at the pelvi- 
ureteral junction. It is proposed in this connec- 
tion that the recurrence of the renal calculus may 
be due to this cause and that an aberrant renal 
artery should be resected, if present, or pyelo- 
ureteroplasty performed if narrowing is detected 
at the time of pyelolithotomy. This will widen 
the pelvi-ureteral junction and thus small concre- 
tions will not get retained in the pelvis. This 


should greatly minimise the recurrence of renal 
calculus. 


mation of a stone and Rosenow and Meisser 
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Urereric CALCULUS 


There were 12 cases of ureteric calculi, seven 
of whom were operated on. Eight were males and 
four were females. The stones were on the left 
side in seven cases and on the right side in five. 
Their age varied from five to fifty years, the ave- 
rage being 30 years. There was only one calculus 
in each of these cases. The calculus was lying 
in the lumbar portion of the ureter in one case 
only while in the rest of the cases it was in the 
pelvic portion. Of the pelvic ones one case had 
calculus in intravesical portion, two had it oppo- 
site the sacro-iliac joint and in the rest the cal- 
culus was lying at about the level of the ischial 
spine. Thus the commonest position of the cal- 
culus in the ureter was at about the level of the 
ischial spine. 

The ureteric calculi do not form in the ureter 
but migrate into it from the kidney. Therefore 
there is nothing particular to state about the cause 
of calculus formation in these cases. No ureteric 
obstruction was demonstrated in any of the ope- 
rated cases below the site of the calculus. Urine 
culture was done only in one case (Case 10) and 
it was positive for E. coli. The calculus obtained 
from Case 94 presented an interesting feature. 
It was small, about 3 mm. in length and | to 
2 mm. in thickness, and possesed a facet which 
indicated that it might have been attached to a 
renal papilla and might have formed from Ran- 
dall’s plaque. 


Vesicat CALCULUS 


There were 30 cases of vesical calculus, 29 of 
whom were -operated on. There was only one 
female case and the rest were all males. It has 
been observed in most of the reported series that 
the vesical calculus is more common in the males. 
In the series reported by Lett (loc. cit.) there were 
only 43 females out of 549 cases of vesical cal- 
culus. The difference is really remarkable. The 
obstructive lesions in the male urethra due to stric- 
ture and enlarged prostate and the greater fre- 
quency with which infection occurs in the glands 
around the male urethra may explain this dif- 
ference to some extent. 


The age of the patients varied from one year 
to 65 years, a very wide variation indeed. Ten 
patients were in the first decade of life, five in the 
second, three in the third, three in the fourth, 
four in the fifth and three in the sixth decade of 
life. It is thus commonest in the first ten years 
of life and thereafter the incidence is evenly dis- 
tributed. The elderly patients had enlarged pro- 
state as well ; there were six such patients. 
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It is well known that obstructive lesions in the 
urethra predispose to stone formation although 
uot more than 20 per cent cases of enlarged pro- 
state get stone. One patient (Case 27) had chro- 
nic obstruction due to phimosis and in ome case 
(Case 37) there was urinary retention due to spas- 
tic paraplegia since birth. It is generally believed 
that vesical calculus is originally formed in the 
kidaeys from where it migrates to the bladder 
where it subsequently grows in size. When a 
small stone migrates down from the kidney, it is 
likely to be passed out during micturition. This 
possibility is more in females who have a short 
and wide urethra. On the other hand it is likely 
to be retained in the bladder in the males because 
of a long and tortuous urethra. This might also 
explain to some extent the greater frequency of 
vesical calculus in males. 

In this series three patients (Cases 13, 34 and 49) 
gave a definite past history of renal colic and it 
can be presumed that in them the stones migrated 
from the kidney. For the rest of the cases no 
definite opinion can be given. 

The stones were single in 28 cases and the 
remaining two patients had two stones each. 

Most of our patients with vesical calculus were 
from the poorer section of the population who 
did not have access to milk or butter. But appa- 
rent malnutrition was present in two cases only 
(Cases 54 and 56). Their general condition was 
low and they looked ill and there was considerable 
loss of subcutaneous fat. Although they were 
young (11 and 19 years of age) yet wrinkles in 
their skin could be formed easily. Postoperatively 
it took several weeks before their suprapubic 
wounds healed completely. In these two cases 
only could it be presumed that malnutrition 
played some part in the formation of the calculus. 

One patient (Case 20) had an associated cysti- 
tis cystica. There were two small stones in this 
case and when a finger was introduced into the 
bladder two papilloma-like masses, one centimeter 
in diameter, were felt at the base of the bladder. 
These were excised and subsequent microscopic 
examination showed the lesion to be cystitis 
cystica. Cystitis cystica could not have induced 
calculus formation and the association between the 
two appears to be incidental. 

An interesting stone was obtained from Case 
39. A vesical calculus is usually ovoid or rounded 
and its surface is either uniformly smooth or 
mamillated. In the calculus removed from this 
case it appeared as if an ovoid stone had been 
bisected and only one half was present in the 
bladder (Figs. 5 and 6, vide Plate). One surface of 
the stone was smooth and convex while the other 


surface was flat and irregular. After removal of 
the stone it was thought that the other half might 
have remained behind but careful exploration of 
the bladder with finger and later inspection after 
extension of incision removed this doubt. The 
patient was aged 60 years and had an enlarged 
prostate as well. The bladder wall was consider- 
ably thickened and the mucosa was hyper- 
trophied. There was quite a large intravesical 
projection of the prostate and the retroprostatic 
pouch was well formed. The interest in this case 
lies in the mode of formation of such a calculus. 
It is possible that due to stasis and infection the 
crystalloids got precipitated and encrusted on 


' the mucosal surface, and with the deposition of 


subsequent layers the stone grew in size, but 
maintained intimate contact with mucosa. The 
surface in contact with the mucosa conformed to 
the irregular surface of the bladder mucous mem- 
brane caused by hypertrophy. Incidentally this 
case also explains why the vesical calculus is 
rounded or ovoid. It is so because it keeps 
moving and rolling about. On the other hand, 
if a calculus keeps lying stationary as it was in 
this case, it would remain flat on one side. 


There were two cases of urethral calculus 
The stones did not form in the urethra itself in 
these patients but got impacted while being 
voided in the urinary stream. Calculi do form in 
the urethra either in the urethral diverticulum or 
in the dilated urethra behind a stricture. No such 
case was encountered in this series. 


CONCLUSIONS AND SUMMARY 


Eighty-two cases of urinary calculi treated 
between June 1955 and June 1957 have been 
analysed. There were 38 renal, 12 ureteric, 30 
vesical and 2 urethral calculus cases. 


From a study of renal cases it appears that 
narrowing at the pelvi-ureteral junction plays an 
important part in the formation and recurrence 
of calculi. It is generally believed that a stric- 
ture or kink at the pelvi-ureteral junction leads 
to stasis of urine in the pelvis which in turn may 
induce calculus formation. It is pointed out here 
that the significance of narrowing is not only that 
it causes stasis but also that it does not allow 
small concretions to pass out which would have 
otherwise done so through a normal pelvi-ureteral 
junction. 

Of the 38 renal cases, 27 were operated upon 
and it was in them that the condition of the pelvi- 
ureteral junction could be studied. In 7 
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quite a marked stenosis was present at the pelvi- 
ureteral junction and in ome case epidermoid 
carcinoma blocked the pelvic outlet. In two cases 
a moderate degree of narrowing was present. In 
two cases a well-formed aberrant renal artery 
prevented the free flow of urine and in one case 
the horizontal bridge of the horse-shoe kidney had 
similar effect. 

There were three cases of recurrence of renal 
calculus in this series. Of these, two ha! an aber- 
rant renal artery and one case had a narrow pelvi- 
ureteral junction. 


The position of the renal calculus was in the 
pelvis in the large majority of cases. This can 
be explained on the basis that stenosis at the neck 
of the calyx will lead to a calycine stone while 
narrowing or kink of the pelvic outlet will cause 
location of stone in the pelvis. 


As regards the mechanism of formation of 
calculi one patient had unmistakable evidence 
that calculi do form by coalescence of crystals. 
Another case presented a calculus attached to the 
renal papilla and was an example of stone forma- 
tion from Randall’s plaque. This stone showed 
ossification as well. There was no evidence of 
stone formation from microliths in this series. 


Of the thirty vesical calculi cases there was 
only one female patient. The disease was most 
common in the first decade of life and was evenly 
distributed thereafter. In three cases there was 
a definite past history of ureteric colic, in nine 
patients there was chronic urethral obstruction 
and two had definite evidence of malnutrition. 
One patient had associated cystitis cystica. In 
one case the stone removed was rather unusual. 
It was semi-ovoid in shape as if longitudinally 
bisected. One of its surfaces was convex and 
smooth and the other was flat and irregular. It 
was so shaped most probably because it remained 
lying at one place in the retro-prostatic pouch. 
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PRACTITIONERS’ SERIES 


PENICILLIN SENSITIVITY REACTIONS : 
THEIR PREVENTION AND MANAGEMENT 


O. P. KAPOOR, (80M.), D.c.m. 
AND 
R. V. SATHE, m». (80m.), (LonD.) 
Bombay 


With the widespread use of penicillin, sensi- 
tivity reactions to this drug have become alarm- 
ingly numerous. The incidence of such reactions 
varies from 2 to 10 per cent. Many of the reac- 
tions are mild and cause little concern to the phy- 
sician ; but they raise the problem of assessing 
the safety for subsequent injections. At other 
times, the reactions are serious or even fatal. 
Some members of the medical profession and 
nurses have now become so sensitive by contact 
alone that it is undesirable for them to enter any 
ward with patients undergoing treatment with 
this antibiotic, since these floating droplets are 
present in sufficient quantity to upset them. 
These reactions may be a skin rash, rhinitis, 
asthma or a combination of these. 


Tyres or REACTIONS 


The reactions to penicillin may be (i) mild, 
(ii) severe or (iii) fatal. 

Mild reactions—Nausea, vomiting, foul taste 
and smell, buzzing in the ears, ‘pins and needles’ 
sensation in the face, pruritus and urticaria may 
occur, typically ten days after the administration 
of the drug and may be accompanied by serum- 
sickness-like reactions with arthralgia, swelling of 
the joints and fever. Other skin reactions are der- 
matitis, angioneurotic oedema,  scarlatiniform, 
morbilliform or fixed drug eruptions. Apart from 
these skin eruptions, sore mouth, hairy tongue, 
vasomotor rhinitis, blepharitis, conjunctivitis and 
drug fever may occur. 

Severe reactions—Immediately after or within 
twenty minutes of intramuscular injection, the 
patient feels giddy, fainting and distressed. 
Later, he becomes cold and clammy and uncon- 
sciousness may follow. The blood pressure falls 
and the pulse cannot be felt at the wrist. 
Cyanosis may set in, the pupils may be dilated 
and the breathing may become stertorous. Other 
types of severe reactions include asthma, convul- 
sions, encephalitic symptoms, haematuria, renal 
dysfunction, oedema of the pharynx and the 
larynx, purpura and the appearance of collagen 
diseases. 
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Fatal reactions—Fatal reactions may appear 
within a few minutes of the injection. On other 


occasions, shock, cyanosis and unconsciousness . 


may precede death which follows within fifteen to 
twenty minutes, usually by the time the patient is 
admitted to the hospital, These reactions are 
anaphylactoid in nature. 


Factors INFLUENCING PENICILLIN . 
SENSITISATION 


Factors which influence the development of 
sensitisation to penicillin are : 

Frequency of previous exposure—The fre- 
quency of previous therapeutic administration of 
penicillin. is an important factor. However mani- 
festations of sensitivity on the first exposure have 
been reported. 

Route of administration—Although severe ana- 
phylactic reactions have been reported even with 
oral penicillin, they are much more common with 
the intramuscular route, the intravenous route 
being the most dangerous. In fact, in the severe 
and fatal reactions occurring after intramuscular 
administration, it has been suspected that there 
has been an accidental injection of penicillin into 
the vein. Because of this fact, the importance of 
the technique of the intramuscular injection is 
great in preventing penicillin reactions. The seve- 
rity of reactions may well depend on the quantity 
of the suspension accidentally entering the blood 
stream. 

Allergic reactions from topical application have 
been so numerous that this route of administra- 
tion should be virtually abandoned. 

Presence of impurities—Many of the reactions 
which occurred in the early days of penicillin, were 
due to the related impurities. Many individuals 
who reacted violently to earlier preparations can 
tolerate the present commercial preparations with- 
out untoward effects. 

Type of subjects—Incidence of reactions is 
twice as high in those patients, like asthmatics, 
who are allergic to other substances. It has been 
claimed that patients who cannot tolerate one type 
of penicillin can tolerate another type. 


MEASURES FOR REDUCTION oF SENSITIVITY 
REACTIONS 


The following suggestions to reduce sensitivity 
reactions are pertinent : 

(i) Penicillin should be used only when there 
is a definite indication and should not be used 
indiscriminately for illnesses such as diarrhoea or 
unexplained fevers, common influenza, cold, etc., 
which cannot be expected to respond. 


(ii) Penicillin should not be used for minor 
infections like sorethroat which can be treated 
satisfactorily with sulpha drugs or other anti- 
biotics. 

(iii) Topical application should be made after 
careful consideration. Penicillin should not be 
applied topically to inflamed skin. 

(iv) Oral penicillin should be preferred when- 
ever possible. 

(v) A detailed history should be taken of previ- 
ous administration and reactions from its use, if 
any. If a reaction has occurred in the past, the 
indications for using must be carefully evaluated 
and sensitisation test done. 

(vi) Scratch or intradermal skin tests have been 
employed to diagnose penicillin sensitivity. But 
since a negative test may be found in an individual, 
who is sensitive and vice versa, such skin testing 
with penicillin is not worth the trouble for 
routine clinical use. 

(vii) Adoption of safe methods of intramus- 
cular injections— 

(a) When the syringe is loaded, the needle 
only is plunged into the outer side of 
the thigh into the vastus lateralis 
muscle. Alternately, the upper and 
outer quadrant of the buttock may 
be used. The needle is left for a few 
seconds before the syringe is attach- 
ed, to make sure, the point has not 
inadvertently tapped a vessel. If 
blood appears, the needle is with- 
drawn and re-introduced elsewhere. 
A few people seem to be liable to 
bleed nearly every time a needle is 
introduced intramuscularly and these 
patients are probably more liable to 
mishaps. If no blood appears within 
twenty seconds, the syringe is attach- 
ed and the injection given. The 
needle is then withdrawn and the area 
lightly massaged to close the track. 

(b) Injection of one or two drops of peni- 
cillin preparation followed by a safety 
pause of forty-five seconds before 
delivering the total quantity of the 
injection is advisable. 

(c) Choice of the subcutaneous route rather 
than the intramuscular in doubtful 
cases should be resorted to. 

(a) The selection of the upper arm as site 
of injection has the advantage that 
in an emergency a tourniquet may 
be applied. 


(viii) The following drugs should always be 
kept ready at hand while injecting penicillin : 
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ampoules each of adrenaline, antihistamine, 
aminophylline, hydrocortisone, cortisone, coramine 
and noradrenaline. 

(ix) The patient should not be sent away for 
twenty minutes after the injection, thus provid- 
ing a relative safe period of vigilance for the 
severe immediate anaphylactoid reactions and one 
should be on the lookout for warning signs of 
congestion of bulbar conjunctivae, tingling, diffi- 
culty in breathing, giddiness or faintness indica- 
tive of impending anaphylactoid shock. 

(x) Since most injections are given by nurses 
or compounders, they should be cautioned that 
these anaphylactoid reactions require prompt 
recognition and treatment. 


‘TREATMENT 

Mild reactions—Usually one injection of adre- 
naline subcutaneously is sufficient. This may be 
followed by antihistamine injection which may be 
repeated. Ephedrine may be given orally. Local 
application may be given to relieve itchiny. 

Severe anaphylactoid shock—(1) Injection of 
hydrocortisone 25 to 100 mg. I.V. (perferably 
readymade solution) immediately depending on the 
condition of the patient. It may be repeated 
four-hourly. 

(2) Injection of adrenaline (1 in 1000) 0°5 to 
1 c.c. ILM. followed in 2 or 3 minutes by a simi- 
lar dose if no improvement is seen. 

(3) Injection of antihistamine I.V. or I1.M., to 
be repeated according to the condition. 

(4) Oxygen should be given continuously. 

(5) Plasma and artificial respiration S.O.S. 

(6) When the fall in the B.P. is considerable 
the patient should be watched in the hospital and 
injection of cortisone given I.M. 50 to 100 mg. 
Q.D.S. for a day or two. I.V. noradrenaline drip 
should be started and it may have to be given 
for 7-8 hours continuously. 

(7) The injection of pronestyl (procainamide) 
has been found effective by some workers in the 
treatment of penicillin sensitivity. 

(8) The action of all the above drugs is en- 
hanced by calcium therapy given at the same time. 

Desensitisation of patients who have shown 
sensitivity, is not easy and should only be under- 
taken in a hospital. Apart from the precipitation 
of an attack of angioneurotic oedema and of severe 
asthma by too rapid increase in the dosage, there 
is also the possible complication of long-lasting 
confluent eczematous eruptions. There are now 


enough alternative antibiotics to protect the life 
of the penicillin-sensitive patient, and desensitisa- 
tion should only be attempted in such persons as 
chemists, murses and others, whose livelihood 
would otherwise be endangered. 


RHINOSPORIDIOSIS 


LAKSHMI KANT SAHAY, (par.) 
Paina Medical College Hospital, Patna 


Rhinosporidiosis is a disease due to Khinosporidium 
seeberi. lt mostly aifects the nose forming a polypoid 
growth, generally single and pedunculated. It may be 
multiple and even sessile. The sessile growth may be 
either a coilection of emall nodules or leaf-like pro- 
cesses. It can also attack the mucous membrane of the 
conjunctiva, lacrimal sac, cheek, uvula, larymx, ear, 
glans penis, rectum and vagina. The skin may also 
be involved, 

Malbran of Buenos Aires in 1802 first dealt with a 
case of rhinosporidiosis, but he did not report it. 
O’Kinealy at Medical College Hospital, Calcutta, on 
i2th May 1894 examined a Behari Mohammedan with a 
growth in the left nostril which was removed by him 
and studied by Vaughan who made the pathological re- 

. The case and the report, however, were not pub- 
lished till 1903 when O’Kimealy (1903) and Vaughan 
were still unable to decide whether the parasite should 
be classed under the Coccidia. Later, rhinosporidiosis was 
reported by a number of workers from India and abroad 
(Minchin and Fantham, 1905; Beatie, 1907; Ingram, 
1910; Tirumurti, 1914; Kirkpatrick, 1916; Ashworth, 1923; 
Forsyth, 1924; Tirumurti, 1924; Wright, 1028; Ayyar, 
1928; Norrie, 1929 and Allen and Dave, 1936). Karuna- 
ratne in 1936 described its pathology when only 36 cases 
were reported. 

Aetiology of the condition is not known. A number 
of theories have been put forward but all have met with 
severe criticism. It has been found that it is not con- 
tagious and trauma is said to be a predisposing factor. 
It is said to recur frequently. It has been reported from 
Argentina, Ceylon, India, Pakistan, Paraguay, and Uru- 
guay, Uganda and United States. In India, it is said 
to occur more frequently south of the line joining Bom- 
bay and Banaras. 


Case Report 


G.D., a Hindu, male, unmarried, student, 15 
years, was admitted in the E.N.T. Indoor Section 
of the Patna Medical College Hospital on 7-1-58 
with the complaints of (i) left-sided nasal obstruc- 
tion for 6 months, (ii) blood-tinged nasal dis- 
charge for 6 months and (iii) development of a 
mass in the left nostril for 5 months. 

A year back he started getting nasal discharge 
which was occasionally blood-tinged. For the 
last six months he was having nasal obstruction 
and blood-tinged discharge from the left nostril. 
Five months ago his relatives noticed a growth 
inside the left nostril, which was growing uni- 
formly since then. He had cows whom he served 
personally. He used to bathe in a tank, had no 
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addiction and no history of syphilis or gonorrhoea. 
Many persons suffer from similar nasal growths 
at Deoghar where the patient hails from, but none 
in his family had such nasal trouble. © 


On examination, the patient was of fair. build ; . 


his pulse, respiration, temperature and blood pres- 
sure were within normal limits. There was no- 
thing abnormal in other systems. There was full- 
ness of the left side of the nose with a reddish 
mass protruding from the left nostril. The cavity 
of the right nostril was patent and normal ; the 
musosa was congested and the inferior turbinates 
hypertrophied. The cavity of the left nostril was 
filled with a reddish mass, with finger-like projec- 
tions and whitish discharge. It bled on touch and 
seemed to arise from the lateral wall of the nose. 
The septum was slightly deviated towards the 
right. The sinuses were clear on transillumina- 
tion. In the throat there were features of chronic 
pharyngitis. 

Laboratory investigations—Stool showed pre- 
sence of E. histolytica cysts. Hb.—75 per cent ; 
RBC—4 million /c.mm.; WBC—8,600 /c.mm. 
with polymorphs 60 per cent, lymphocytes 30 per 
cent, eosinophils 7 per cent and monocytes 3 per 
cent. Bleeding time—1 minute 10 sec. ; Coagula- 
tion time—3 minutes. -ESR—975 mm/hr. 
W.R. was negative. From nasal swab only 
Staphylococcus albus could be isolated. 

X-ray of the paranasal sinuses showed no 
abnormality. 

Treatment—The patient was treated on general 
lines with fersolate tablets, multivitamin tablets, 
vitamin C (50 mg.) tablets, 1 tablet of each tds ; 
procain penicillin 4 lac units IM daily ; pulv. cal- 
cium lactate gr. 30 tds ; M.E.P. nasal drops tds 
and tincture benzoin co. inhalation b.d. 

Operation—The growth was removed surgic- 
ally under general anaesthesia (gas-oxygen-ether) 
with the patient in ‘tonsil-position’. Due to the 
size of the growth it had to be removed piece- 
meal. The peduncle was arising from the poste- 
rior part of the middle turbinate. The peduncle 
was caught and the growth avulsed. Before the 
peduncle could be caught there was much bleed- 
ing but soon after the peduncle was caught and 
the growth avulsed, bleeding stopped. There 
was slight oozing and the anterior nasal packing 
stopped it. The nasal pack was removed the 
next day and repacking was not necessary. The 
recovery was uneventful and the patient was dis- 
charged on 23-1-58. Even after one and a half 
years, the patient was alright and the condition 
had not recurred. 

The growth—The growth was  bilobed, 
3’ x2" 1" in size, with a long peduncle and mul- 


tiple finger-like projections with ‘grains’ over the 
entire surface of the growth. The biopsy report 
of the growth labelled it as ‘Rhinosporidiosis’ 
(Figs. 1 and 2, vide Plate). 


Discussion 


The patient was admitted from the outdoor as a 
patient with a nasal polypus. On detailed examination 
of the growth and history-taking it was suspected to be 
a case of rhinosporidiosis. Two cases of rhinosporidiosis 
have already been reported by Sahay (1958) and surpris- 
ingly enough those cases also hailed from Deoghar. 
They gave a social history that more than 200 persons 
at Deoghar were suffering from similar nasal growths. 
The biopsy report confirmed the clinical diagnosis. 

The disease is not very common in Bihar, though 
it seems to be endemic at Deoghar. It seems to be 
commoner in Orissa, as Hazra and Mishra (1956) re- 
ported of having seen 15 cases within a span of one 
year between 1-10-54 and 30-09-55. 

The case, which is being reported, varies in certain 
features from those reported by other workers. Con- 
trary to a ‘typical case’ reported by Allen and Dave 
(1936) this patient did not come with epistaxis as his 
main complaint. Again there was little bleeding after 
the operation and no nasal packing was required on 
the day after the operation contrary to the case reported 
by Subramaniam (1957). There was no history of trauma 
and Rhinosporidium seeberi could not be isolated from 
the nasal discharge, unlike that pointed out by Ashworth 
(1923) and quoted by Eggston and Wolf (1947). 

All the three cases recorded and reported so far hailed 
from Deoghar. They are all priests by profession. The 
common feature of their daily life is to take bath in 
Shivaganga, a tank about 900x600’. They also have 
cows and bulls and they serve them personally. Most 
of them live in congested and unhygienic conditions. 
Thus bathing in a tank, as pointed in Price’s Text Book 
of Medicine, and contact with cattle, as suggested by 
Browning and Mackie (1949), may have something to 
do with the transmission of the disease. 
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OXYURIS VERMICULARIS INFECTION 
OF THE EYE 


V. KALYANARAMAN, s.sc., MB. DO 
AND 

M. V. JAGANNADHA ROW, o.., Bs., Do. 

Sarojim: Devi Hospital, Andhra Pradesh, Hyderabad 


INTRODUCTION 

Parasitic infestation of the eyes is rather uncommon. 
In India, maggots are occasionally encountered in septic 
conditions of the eye and orbit. Occasionally also cases 
of infestation with Cysticercus cellulosae, Onchocerca, 
microfilaria, Loa loa as also of hydatid cysts are re- 
ported im the literature. But cases of Oxyuris vermi- 
cularis infestation of the eye are extremely rare. The 
only reference so far available is that of Negre (1929) 
quoted by Duke-Elder (1954). In view of this rarity, the 
following case is being reported. 


Case Report 


I. S., aged 9 years, a boy of medium build 
was admitted in the Sarojini Devi Hospital on 
18-10-1955. He had periodical irritation of tlie 
left eye confined to the lower fornix followed by 
expulsion of a small worm with relief of pain and 
irritation. On examination, his vision was nor- 
mal 6/6 im each eye. There was congestion of 
the conjunctiva in the lower fornix of the left eye. 
The fundus oculi and movements of the eyeball 
were normal. Every third or fourth day he used 
to complain of sudden pain with lacrimation and 


PREDNISOLONE IN TUBERCULOSIS OF THE ABDOMEN—VYAS . 


redness of the eye followed by a small worm 
coming out of the lower fornix. These worms 
were sent to the pathologist for opinion and they 
were identified to be adult threadworms (Ux,- 
uris vermicularis) with their uteri full of ova. The 
stool examination of the patient revealed ova of 
Oxyuris vermicularis. The patient was trans- 
ferred on 31-10-1955 to the medical side for treat- 
ment of threadworms after which he did uot 
return for further check-up. 


COMMENTS 

Threadworms usually affect the lids, only secondarily 

by toxic or allergic manifestations. In this case the eye 

was infested dirtctly by the worm by auto-inoculation of 

conjunctival sac with the contaminated fingers of the 
patient. 
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PREDNISOLONE IN TUBERCULOSIS OF 
THE ABDOMEN 


K. J. VYAS, D.CH., D.PED. 
Pediatrician, Bhavsinhji Hospital 
Porbandar, Saurashtra 


INTRODUCTION 


Corticosteroids are now increasingly used in various 
forms of tuberculosis. The steroids have no direct speci- 
fic effect on the tubercle bacilli or influence on their 
toxins but they alter and modify the adverse reactions 
of the tissues to the inflammatory stimulus. They 
participate in the general defence mechanism of the 
body even in a patient with normal adrenocortical func- 
tion and serve to augment the defensive responses in 
a nonspecific way. Their administration corrects the 
hormonal deficiency which may be found in a severely 
ill patient. 

The corticosteroids are mainly indicated in acute, 
highly toxic and hyperergic infection, where inhibition 
of mesenchymal tissue reactions is desired to lower the 
temperature and diminish exudative phenomena and 
toxaemia. The allergic tissue reaction, which underlies 
the inflammatory phenomena of tuberculosis leading to 
the development of granulation tissue and fibroplasia, 
prevents the penetration of antituberculous drugs. This 
kind of reaction is suppressed by corticostervids, which 
also tend to cause involution of the connective tissue, 
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thus facilitating the penetration of antituberculous drugs 
into the infected foci and rendering the bacteria more 
accessible and vulnerable to these drugs. Thus cortico- 
steroids render chemotherapy more effective. The 
steroids also potentiate the antimicrobial action of the 
drugs. They are even reported to favour increased 
production of antibodies and to cause improvement in 
the evolution and prognosis of the disease. Thus the 
use of steroids in tuberculosis not only does no harm 
but owing to their antitoxic, anti-inflammatory, anti- 
allergic and antiphlogistic properties, improves the clini- 
cal picture in the patient with a severe infection and 
completely changes the outlook of the disease. 

A great many reports on the beneficial action of 
corticosteroids in tuberculous meningitis and pulmonary 
tuberculosis are available but the ones showing their 
effects in cases of tuberculosis of the abdomen are 
scant. Hence the necessity and utility of reporting on 
a case of tuberculosis of the abdomen responding to 
prednisolone therapy. 


Report 


A male child, aged 10 years, was admitted for 
continued type of fever, cough, vomiting and 
pain in the abdomen, of 14 days’ duration. No 
history of contact with a tuberculous or enteric 
case was obtained. The parents admitted that the 
child was given raw unboiled milk many a time. 


On examination the boy was found emaciated, 
underdeveloped, pale and toxic. His weight was 
40 lb. He had tuberculous diathesis and signs of 
vitamin B deficiency. Cervical glands were mode- 
rately enlarged. The tongue was moist, coated 
with clear margins and tip. The pulse rate was 
112 per minute. The respiration rate was 20 per 
minute. The lungs on auscultation revealed a 
few scattered bronchitic signs like rales and 
rhonchi. The abdomen on palpation had marked- 
ly doughy feel with generalised tenderness. The 
liver was palpable one finger breadth below the 
costal margin, The spleen was not palpable. 


Laboratory investigations—W.B.C. count was 
7560/c.mm. with polymorphs 38 per cent, lym- 
phocytes 58 per cent, monocytes 2 per cent and 
eosinophils 2 per cent. R.B.C. count was 3’5 mil- 
lion/c.mm. Hb.—68 per cent. The E.S.R. was 
80 mm./hour. Widal test was negative. 

Mantoux test was positive (1 :5000). 

Skiagram of the chest showed Pgecemeyiond of 
the hilar region only. 


Treatment—The child had already received 
enough chloromycetin before admission in the 
hospital, without any benefit. The child was put 
on an injection of streptomycin 4 g, and INH 
150 mg. by mouth daily. He also had added 
vitamins and a diaphoretic mixture. He was 
put on a liberal diet. During the first ten 


days of this treatment, the drugs had no effect 
whatsoever on the clinical condition of the child. 
The temperature was continuous, the cough was 
persistent, toxicity had not abated, the appetite 
had not improved and the child lost 4 lb. in 
weight. For the next 18 days, the condition 
remained the same, with the temperature then 
touching upto 104°F. The child lost another 4 lb. 
in weight. On the 29th day, prednisolone, 10 mg. 
b.d., was added to the treatment schedulé and 
after 4 days the temperature fell Below 101‘F. 
The cough and pain in the abdomen abated and 
the toxicity was less. The dose of prednisolone 
was then reduced to 5 mg. t.d.s. The temperature 
again showed a rise for 2 days. The same dose of 
prednisolone, however, was continued for 7 days. 
The dose was then reduced to 5 mg. b.d. and 
after 4 days the temperature became nortmal and 
the cough and the pain in the abdomen had dis- 
appeared, The child was no longer toxic and the 
appetite showed marked improvement. Predniso- 
lone was continued for another 4 days in 2°5 mg. 
dosage b.d. and then stopped. The temperature 
never rose again and the clinical condition had 
markedly improved. Slight roundness of the face 
was the only side-effect observed. 


COMMENTS 


It wijl be seen from the above case report that for 
the first 28 days of treatment with antituberculous drugs, 
the child’s clinical condition, not only did not show any 
improvement, but worsened, with the temperature re- 
maining very high and the toxaemia, cough and pain 
in the abdomen persisting. It is also quite evident that 
the course of the disease was favourably influenced by 
the addition of prednisolone to the treatment regime. 
Thus in this case of severe tuberculous toxaemia, the 
prednisolone not only checked the clinical severity of 
the disease but actually potentiated the action of the 
antituberculous drugs which so far had failed to have 
any effect on the disease process. The temperature gra- 
dually came down to normal on the i5th day of admi- 
nistration of the steroid and remained normal after that. 
The weight became 38 Ib. on the 47th day of treatment 
due to improvement in appetite and disappearance of 
toxaemia. This increase in weight was not due to 
oedema. Thus it is quite clear from this case report 
that when antituberculous drugs fail to check the disease 
process and when toxaemia and high temperature per- 
sist, the addition of prednisolone may bring about a 
dramatic turn for the better in the evolution of the 
disease and hasten recovery. It is probable that in 
this case prednisolone acted as a replacement therapy 
as it is very likely that due to severe stress of the disease 
the child had deficient secretion of corticosteroids. 
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Figs. 1A, 1B, 1C—Photographs of Case 1, full figure, back and front respectively, showing prominence of depigmented areas 

on the knee, ankle joint and knuckles and irregular patches in the light coloured skin on the elbows. Note the numerous 

dark pigmented patches all over the body and patches of dark hair on the back of the head ; also note the white and dark 
spots on the lips. 


Fig. 2—Photograph of hands of (Case 1) showing the dark pigmented Fig. 3—Photographs of forearms and 

patches and the irregular milky white skin. Note that the pigmented hands of Case 1 (bottom) and his father 

spots on the dorsum of the hands are darker in comparison with the (top) showing the milky white spots 
pigmented spots visible on the underlying left thigh. and dark pigmented spots. 


ANSARI—Partial Albinism ( p. 49) 
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Fig. 1—Positive print of skiagram 

showing a number of calculi of the 

size of mustard grains besides the 

larger stones in the renal pelvis 
Case 51). 


Fig. 3—Positive print of 
skiagram showing two stones 
in the upper calyx besides 
the large calculus in the renai 
pelvis (Case 63). 


3 


Fig. 4—Excretory pyelogram showing 

narrowing at the pelvi-ureteral junction 

and dilatation of the pelvis on the right 
side (Case 64). 


Fig. 5—Profile view of a vesical calculus. The stone 


appears to be bisected (Case 39). 


Fig. 1—Microphotograph of the “polyp” of rhino- 
sporidial origin showing the cyst. x go. 


Fig. 6—The calculus (same as in Fig. 5) showing flat and 


irregular surface. 


PRITAM Das — Some Clinical Observations on Urinary Caleuli ( p. 51 ) 


ENGRAVED & PRINTED BY REPRODUCTION SYNDICATE. CALCUTTA 6 


Fig. 2—Microphotograph of the “polyp” of rhino- 
sporidial origin (same as in Fig. 1). x 10. 


SAHAY—Rhinosporidiosis ( p. 59 ) 
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THE RELATIVE IMPORTANCE OF THE 
GENERAL PRACTITIONER AND THE 
SPECIALIST 


The medical profession is a team of diverse 
positions. They can however be divided into two 
broad classes, general practitioners and specialists. 
The one however does not exclude the other but 
they complement each other. 

The general practitioners form the bulk and are 
spread over the whole country. The specialists, 
who are smaller in number, have their clinics 
mostly in the confines of towns and cities. But 
they are linked together. Dr. F. C. Bratt of the 
American Academy of General Practice very suc- 
cinctly explained this relation. He said: ‘They 
constitute a team each as necessary to the other 
as the respective members of doubles tennis team’’. 

Recently there has been a comment that “‘the 
generalists are out of fashion, if not out of date’’. 
And the specialists are likely to occupy the whole 
field of practice in course of time. The World 
Medical Journal in a recent issue (September 1959) 
discussed the matter elaborately. From the opinion 
of the eminent writers who wrote on this subject 
in that issue we find that the general practitioners 
still remain the cornerstone of the health system 
in most of the countries of the world. It is being 
noticed, however, that in recent times, the specia- 
lists are unusually multiplying in some countries 
and as has been said by an eminent doctor] “‘the 
increasing tendency towards specialisation is so 
strong that the outnumbering of general practition- 
ers by specialists has become more than a possi- 
bility. It has in fact already happened is some 
countries.’’ 

In India, however, a similar situation has not 
arisen though it should be admitted that specia- 
lists are on the increase. The reasons for the 
increase of specialists are threefold. 

Young doctors in most cases feel hesitant 
to take up the health protection of the people 
independently. ‘This uncertainty combined with a 
desire to have a better and a more advanced know- 
ledge in the subject they prefer, sometimes leads 
them on to further studies for specialisation. 

The second factor which leads young doctors 
to specialisation is that they find that specialists 
enjoy a better status in the profession and that the 
public admires them. The people now-a-days 
have become more conscious about the health care 


they want to have. They look upon the specialists 
as the storehouse of better and more advanced 
knowledge of medicine and allied disciplines and 
are naturally anxious to have medical care from 
them. 

The third factor is the inadequacy of the specia- 
lists in India and the chances of absorption of 
young doctors in service as junior specialists are 
still very bright. 

But though the number of the specialists are 
increasing, the general practitioners of our country 
even now enjoy as good an amount of trust and 
friendship of the patients as they did before. And 
we still believe that a sound relationship between 
general practitioners and specialists is the 
backbone of the satisfactory care of our patients. 

In India 80 per cent people live in villages 
where the question of availability of specialist care 
is remote. Again it has been estimated that the 
general practitioners can care for 85 per cent of all 
illness on an average. As such, they are of the ut- 
most importance to the society. The emergence of 
specialists in larger numbers will in no way weak- 
en the position of the general practitioners. Both 
the groups must co-exist for the benefit of the 
patients. The general practitioner is a key person. 
He is the man who first meets the sick individual ; 
it is to him that the great bulk of everyday suffer- 
ing mankind flows. But he must have within his 
reach the facilities necessary for his craft. It must 
be noted that ‘‘the general practitioner upholds the 
dignity, prestige and traditions of the noble medi- 
cal profession, one of the oldest known to man- 
kind”’. 

In an essay which was awarded a prize last 
year by the New Zealand Council of General Practi- 
tioners, Dr. Sherer likens the general practitioner 
of today to a central executive such as a company 
chairman or a cabinet minister with a number of 
specialised advisers whom he consults on specia- 
lised problems. 

It is however necessary for our government 
to offer such facilities to the general practitioners 
that they may benefit from the latest advances 
in medicine. In a number of countries colleges 
of general practice have been established. Estah- 
lishment of similar colleges equitably distributed 
in district and sub-divisional towns will make the 
necessary training available to practising doctors 
throughout the country. The general practi- 
tioners wherever stationed, may undergo courses in 
these colleges. In addition, the general practi- 
tioners should be allowed to visit hospitals and 
study cases whenever convenient to them. In this 
way, the general practitioners may keep them- 
selves in continuous contact with the latest 
advances in medicine. 
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CURRENT MEDICAL LITERATURE 


Serum Proteins in Diabetes 


P., A. AND F. (Am. J. 
Med., 27: 221, 1950) from the Baker Clinic Research 
Laboratory, New England Deaconess Hospital, Boston, 
Massachusetts, from a study by paper electrophoresis of 
the total protein, lipoproteins and protein-bound carbo- 
hydrates of the blood serum in 64 diabetic and 14 non- 
diabetic patients observe : 

In general, values for total protein in serum were 
lower in the diabetic person ‘than in the non-diabetic 
subjects, the greatest decrease occurring in the serums 
of those patients with nephropathy. The principal 
changes in the serum protein fractions were in the 
albumin, «,- and y-globulin fractions. A decrease in 
albumin and gamma globulin values and an increase in 
the «,-globulin values were roughly proportional to the 
extent of complications and were greatest in the patients 
with combined retinopathy, neuropathy and nephropathy. 

Poor control, lower age at onset and longer duration 
of diabetes appeared to contribute to the imcreased a,- 
globulin values found in diabetic persons without com- 
plications. 

There was a tendency toward an increase in the 
B-lipoproteins particularly in patients with nephropathy. 
The a-lipoproteins were lower in the patients with nephro- 
pathy as compared to other diabetic subjects. 

Greater than normal amounts of protein-bound carbo- 
hydrates were found in the «,-globulin fraction in the 
diabetic patients with complications, particularly in 
those with combined retinopathy, neuropathy and nephro- 
pathy. 

Effect of Low Fat Diet in Diabetes 


Van Ecx, W. F. (Am, J. Med., 27: 196, 1959) from 
the Department of Pathology asd Internal Medicine, Yale 
University School of Medicine, New Haven, Connecticut, 
basing a study of the effect of low fat diet on the serum 
lipids in diabetes and its significance in diabetic retino- 
pathy observing group of 12 patients observes : 

There was a striking increase in the glucose tolerance 
of these patients, which made it possible to increase the 
carbohydrates to at least 135 g. per day, without increase 
of the insulin requirement. Patients who wete controlled 
by diet alone did not require insulin after the transition 
to the low fat diet. ; 

Of the eleven patients who followed this diet, lower- 
ing of the serum lipids was obtained in ten. This effect 
was maintained during the entire observation period of 
one to two years. 

Of the ten patients who presented exudates in their 
fundi, marked decrease or disappearance was noticed in 
five; discrete but convincing reduction in three others. 
In two patients, whose exudates were minimal to start 
with, the changes were less convincing. In no patient 
who followed the low fat diet did new large exudates 
develop during the observation period. 

Although no immediate or indirect relationship has 
been proved to exist between the observed lowering of 
the serum lipids and the disappearance of retinal exn- 
dates, such a relationship is suggested for further study. 


It seems justifiable to consider a strict low fat diet in 
diabetic patients who present elevated serum lipids and 
distinct retinopathy. 


Gastric Acid Secretion in Diabetes Mellitus 


Marks, I. N., Suuman, C. P. awp Sway, H. (Ann, 
Int. Med., 50: 227, 1959) from the Fels Research Insti- 
tute and Diabetic Service, Temple University Medical 
Centre, Philadelphia, Pennsylvania, from an analysis of 
the study of the states of gastric acid secretion in 41 
patients with diabetes mellitus utilising the augmented 
histamine test observe : 

The mean secretory responses in both the male and 
the female groups of patients with diabetes have been 
shown to be comparable to the mean values reported in 
respective groups of normal subjects. Acid secretion did 
not appear to be influenced by the severity or duration 
of the disease. 

Achlorhydria was found in two patients, and a further 
two had evidence of duodenal ulceration. Diabetic diarr- 
hoea was usually, but not invariably, associated with low 
levels of acid secretion. 

The results of this quantitative study of gastric secre- 
tion did not provide any evidence for the view that acid 
secretion tends to be low in diabetics, or for the belief 
that diabetes mellitus is, per se, a cause of progressive 
diminution of acid secretion. 


Hypoglycaemic Insulin Reactions without Warning 
Symptoms 

BaLoprmos, M. C. Root, H. F. (J.A.M.A., 171: 
261, 1959) from the Joslin Clinic and New England 
Deaconess Hospital, Boston, observe : 

Sudden unconsciousness or grave mental confusion 
occurred in 116 diabetic patients as a result of hypo- 
glycaemic insulin reactions without the usual warning 
symptoms. The patients had taken isulin for many 
years and had learned to rely on the <,<ific symptoms 
and to take carbohydrate to prevent insulins shock. The 
chang@ to these reactions occurred without apparent 
cause. Possible explanations include (1) cerebral vascu- 
lar or metabolic changes, (2) diabetic neuropathy involv- 
ing the autonomic nervous system, (3) a metabolic ab- 
normality in the availability or release of glucose, or 
(4) epileptic equivalents. 

The treatment of the diabetes for the prevention of 
such reactions must include adjustment of insulin dos- 
age, long-acting insulin in the early part of the day 
and, usually, short-acting insulin for the later dose, and 
careful dietary management with frequent between-meal 
snacks. 


Optic Neuritis and Uncontrolled Diabetes Mellitus 


P. G. and Locknart, G. (Ann. Int. Med., 
51: 468, 1950) from the Departments of Endocrinology 
and Ophthalmology, the Cleveland Clinic Foundation and 
the Frank E. Bunts Educational Institute, Cleveland, 
Ohio, .from an analysis of a study of 14 patients with 
neuritis or optic atrophy and uncontrolled diabetes melli- 
tus observe : 

Patients with any condition known to cause optic 
neuritis other than diabetes mellitus were excluded. 
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Three patients in the series used tobacco; two patients 
drank alcohol. The ages of the patients ranged from 
40 to 69 years. 

All of the patients had noted loss of vision. Exami- 
nation disclosed that 12 patients had undiagnosed mode- 
rate or severe diabetes mellitus. Blood sugar values on 
admission were more than 200 mg. per 100 ml. in all 
patients except one; in seven they were more than 300 
mg. per 100 ml. Thirteen patients had 3 or 4 plus glyco- 
suria. Nine patients had symptoms of diabetes mellitus. 
Three patients had peripheral diabetic neuritis. Diabe- 
tic acidosis was absent in all of the patients. 

The onset of the visual loss was gradual in 16 eyes 
and rapid in six eyes. The visual loss, ranging from 
moderate to severe, was bilateral in eight patients and 
unilateral in six patients. Papillitis was observed in 
seven eyes and optic atrophy in 13 eyes. Seven eyes 
had cetitral scotomata, and 11 had peripheral contraction 
of the visual fields. Control of the diabetes mellitus 
arrested the visual loss in all but one of the patients 
who were followed. However, only one patient showed 
significant improvement in vision after the diabetes melli- 
tus was controlled. 

On the basis of data gathered from several previously 
published case reports and the 14 patients in this series, 
it is suggested that visual loss may be caused by the 
toxic effect of uncontrolled diabetes mellitus on the optic 
nerves in susceptible patients. 


Rauwolfia in Diabetic Hypertensive Patients 

Coney, A. S., Sterns, N. S., Levitm, H. anD Hur- 
witz, D. (Ann. Int. Med., 50: 238, 1959) from the Thorn- 
dike Memorial Laboratory, Second and Fourth Medical 
Services (Harvard), Boston City Hospital, Department of 
Medicine, Harvard Medical School and Diabetes Service, 
Boston City Hospital, write : 

Reserpine (orally) was administered to 28 patients with 
diabetes mellitus and relatively fixed hypertension of 
greater than five years’ duration (Study I), and Rauwiloid 
to a group of 10 patients (Study II). The latter group 
was studied in a double-blind controlled manner. 

In Study I, diabetic status was not significantly alter- 
ed in any of 10 patients maintained on diet alone. Of 
18 insulin therapy insulin dosage was decreased slightly 
(10 units) in three patients and moderately (20 units) in 
one. It was increased (30 units) in one patient. No 
significant weight changes accompanied these alterations. 
The double-blind study showed no effect on the status 
of the diabetes. 

Hypotensive effects were seen in both series of pa- 
tients, even in the presence of “fixed” hypertension of 
long duration. 

No changes in body weight were attributable to reser- 
pine or Rauwiloid. 


Pomeranze, J., Movratorr, G. T., GaDex, R. J. anp 
Kine, E. J. (J.4.M.A., 171: 252, 1959) from the New 
York Medical College, Metropolitan Medical Centre and 
Bird S. Coler Memorial Home and Hospital write : 

Phenethylbiguanide (DBI), a new synthetic, non- 


sulfonylurea compound, has proved to be an effective 
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hypoglycaemic and hypoglycosuric medicament for oral 
use in the management of diabetes mellitus. 

In the study it was found that DBI could be used 
alone or with a reduced amount of insulin to manage 62 
per cent of an unselected group of diabetic patients 
without regard for the class of diabetes. In 26 per cent 
of all the patients treated, although good hypoglycaemic 
response was evident, gastrointestinal side-cfiects necessi- 
tated the withdrawal of DBI. However, the incidence of 
side-effects has been reduced in our current experience 
by newer dosing techniques. DBI therapy was discon- 
tinned in the remaining 12 per cent of patients in these 
studies for reasons not related to the effectiveness or 
side-reactions of the drug. 

The sole limitation on the already broad clinical 
applications of DBI appeared to be its gastrointestinal 
side-effects. No organ toxicity has been observed in any 
patient, including those who have been maintained on 
this therapy for periods ranging through two years. 
Clinical studies are continuing, to delineate further use- 
fulness of DBI to establish safety over longer periods. 


Gastro-intestinal Bleeding During Tolbutamide Therapy 


Geiranp, M. (J.4.M.A., 171: 255, 1959) from the 
Department of Medicine, New York University Post- 
Graduate Medical School, observes : 

Two diabetic patients, a 50-year-old man and a 72- 
year-old woman, had been receiving tolbutamide for 
some months. In the man 1 g. of tolbutamide per day 
had been adequate to control the glycosuria and hyper- 
glycaemia; the woman had required 2 g. Both were 
hospitalised for melaena and other abdominal symptoms, 
and the man suffered an acute haemorrhage in addition. 
There was evidence that the bleeding was related to the 
months of medication with tolbutamide. When it was 
withdrawn, both patients recovered. Since there was a 
previous history of peptic ulcer symptoms in both cases, 
it is suggested that tolbutamide be used with care in 
patients of this type. 


Hepatic Damage During Chlorpropamide Therapy 


Brows, G., Zorpis, J. Sprinc, M. (J.A.M.A., 
170: 2085, 1950) from the Diabetic Clinic and the 
Department of Medicine of Bronx Hospital, New York, 
observe : 

Hepatic damage occurred in 3 ont of 49 patients 
employed in a clinical trial of chlorpropamide (Diabinese) 
therapy. The jaundice which occurred in two of the 
three cases was demonstrated to be due to intracanali- 
cular bile stasis. This could not be shown in the third 
case, where a sharp rise in the alkaline phosphatase 
level occurred without jaundice; but the elevation in the 
alkaline phosphatase level and the abnormal retention of 
sulfobromophthalein suggest that the same mechanism 
was operative. The pathology revealed by biopsy was 
minimal in all three cases and not as severe as the 
liver function abnormalities would have indicated. Com- 
plete recovery occurred in all. It is suggested that this 
reaction may occur more frequently when the dosage of 
chlorpropamide exceeds 0-5 g. daily. Its use should be 
monitored by periodic determinations of the alkaline 
phosphatase level for the first six weeks. 


Phenethylbiguanide, A New Orally Given 
i Hypoglycaemic Agent 
j 


CURRENT TOPIC 
HELPING THE DEAF TO HEAR* 
B. DOSKACH 
“HEARING | 


Semi-conductor amplifiers small enough to be hidden 
in the frames of spectacles, in ear-rings, and hairpins 
have been put on the market in the past few years by 
the manufacturers of hearing aids. These devices are a 
great boon to those hard of hearing, since they not only 
restore the wearer to the world of sound, but also help 
him in concealing his deficiency. 

These innovations are unfortunately very expensive 
in most countries and therefore beyond the reach of the 
average man, 

In the Soviet Union, however, all hearing aids, re- 
gardless of their designs, are mostly distributed free of 
charge to those hard of hearing. Invalids, pensioners and 
children under sixteen receive them at the expense of 
the State. 

These hearing aids are more important than many 
suppose. And they should not be regarded simply as 
prostheses, for the latter can only replace a leg or an 
arm, but canriot restore it. The hearing aid, on the 
other hand, benefits only those who are not entirely 
deaf, as the spectacles those who are not blind. The 
hearing aid compensates only for a partial loss of hear- 
ing. And just as a pair of spectacles may improve or 
at any rate preserve the sight of the wearer, the hear- 
ing aid may develop dull hearing or at any rate preserve 
it from further deterioration. 


Hevprnc Derectrve CHILDREN Hear AND Speak 


Since the price of a hearing device is much higher 
than that of a pair of spectacles, it is in the Soviet 
Union issued free to all those who cannot afford to pay 
for it. The children are particularly taken care of in 
this respect, and the State supplies them with the hear- 
ing aids they need regardless of the incomes of their 
parents. For poor hearing may have particularly sad 
effects on a child, it may result in loss of speech, dis- 
tortion of speech and mental backwardness. At the 
same time it is precisely during childhood that hearing 
deficiency can be most easily tackled and removed. 

The child learns to speak by listening to someone 
else’s voice. Most deaf-mutes are only deaf to begin 
with; their vocal organs are not impaired. Their speech 
fails to develop, because they are unable to” hear others 
speak. If the child has some hearing capacity left there- 
fore, the device will increase his ability to hear and 
remember words, and he may be saved yet from mute- 
ness. The State is therefore very particular that such 
devices are brought into use, wherever possible, at a very 
early stage. 

The causes of deafmess may be various; and, depend- 
ing on these causes, it is possible sometimes to restore 
hearing through an operation, or through more conserva- 
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tive methods, by developing the rudimentary powers of 
hearing. 

Those children who are born deaf usually lack deve- 
lopment in some essential part of the organ of hearing. 
The hearing of such a child may in a number of cases 
be restored through a skilful operation. When this is 
prohibited by the nature of the anomaly, and there is 
complete and hopeless deafness, various measures are 
adopted in the Soviet Union to teach the deaf-mutes to 
speak and understand human speech. There are special 
kindergartens and schools for deaf-mute children where 
they are taught lip-reading, i.e, to catch words by 
watching the movements of the lips—to “hear with their 
eyes.” 


Devices Hep mx Heainc DamacsD Trssuss 


Deafness at birth is actually not a frequent pheno- 
menon. Hardness of hearing is more often found to be 
the result of illness, injuries, etc. Partial deafness may 
be due to a number of causes, not the least among them 
being ulceration in the middle ear, which may congeal 
and arrest the ossicles or the three small bones in the 
tympanum or the drum of the ear. This often happens 
as a result of infectious diseases as scarlet-fever. A weak 
sound then can no longer cause the ossicles, joined by 
adhesions, to move and thus function normally. This 
can be accomplished only by stronger oscillations of air. 
It happens too that the ulceration is sometimes concen- 
trated only in the external auditory canal; diminished 
hearing is in such cases due only to a narrowing of the 
auditory canal, In both cases the hearing device not 
only helps the child to hear but acts on the affected 
parts in a unique way. Owing to its action, the ossicles 
and deformed walls of the canal are set working and 
gradually regain their normal shape and mobility. The 
hearing device, therefore, has a healing effect. The 
tissues of a child are still in the process of formation 
and growth, and if healing starts in time, hearing can 
be restored more surely than in the case of an adult 
patient. 

The ossicles may be damaged in about the same way 
as a result of another illness, occurring usually among 
young women after child-birth. Owing to disturbed 
metabolism, excessive amounts of calx are deposited in 
the ossicles, which become stiff therefore and are unable 
to respond to sound vibrations. In a number of cases, 
this ailment (known as otosclerosis) may be cured by 
surgical intervention. In the early stages, however, the 
hearing device may compel the ossicles to moye and 
thereby prevent them from being fettered. 


A Boow To THe AGED 


Unfortunately, the hearing devices cannot produce a 
similar healing effect im senile sclerosis thickening the 
blood vessels and conjesting them with calx. Sclerosis 
disrupts the nutrition of various organs, including the 
internal ear. And the hearing device in this case can 
only alleviate the condition by amplifying sound. But 
even this is a boom to the aged, and the old pensioners 
in the USSR, therefore, have the right to receive hear- 
ing aids of any design free of charge. 
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There may be many causes of partial or complete 
loss of hearing. It may be due toe noises on the job or 
due to such diseases as malaria which often afiects the 
hearing nerve. The incidence of infectious diseases has 
been greatiy reduced in the Soviet Union. Malaria has 
become as rare as typhus. But in countries where such 
diseases are still widespread, they frequently lead to 
complications involving the hearing nerve, and this in 
turn leads to complete deafness which no hearing device 
can help. The only real method of combating deafness 
in such cases is to stamp out diseases like malaria, 
which cause deafness. 


NOTES AND NEWS 


U.S. Pact with Russia to Fight Cancer 


The United States and the Soviet Union have signed 
a two-year agreement to collaborate in fighting cancer, 
heart disease and poliomyelitis. 

The agreement to exchange knowledge gained from 
research in these three fields was signed in Moscow in 

. November 1959, 

Medical experts from both countries would meet in 
the U.S. this year to discuss heart disease and cancer, 
and in Moscow to discuss polio. That plan would be 
reversed the following year. 


Stronger than Penicillin 


British scientists have discovered a new drug which, 
it is claimed, can kill bacteria immane to penicillin. 

The discovery of the drug, known as Cephalosporin C 
was announced in the report of the National Research 
Development Corporation, a Government agency, which 
is backing the work. 

Cephalosporin C is said to be closely related to peni- 
cillin but has certain significant differences. 

The drug has killed many of the germs, notably 
staphylococci, which have recently developed immunity 
to penicillin. 


Cause of Spontaneous Cancer 


Prof. Eric Boyland of the Chester Beatty Research 
Institute, Fulham, London, told a Press conference on 
December 16, 1959 that he thought he had been able to 
establish a possible cause of spontaneous cancer. 

The Press conference followed a five-day international 
symposium of cancer researches in East Berlin, which was 
attended by about 90 scientists from 18 countries. 

Prof, Boyland said that the cancer of the bladder 
almost invariably contracted by workers in a particular 
branch of the German chemical industry last century 
had been shown to be no different from that which 
occurred in the general population, and the reason why 
it wad contracted was understood. 


The fault which caused the cancer, he said, had been 
isolated as a protein embolism which was secreted in 
the urine. 

The Professor also called attention to the fact that 
the incidence of lung cancer in Britain was twice as 
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great as in the United States and four times as great as 
in Germany—a fact he attributed to smoking being @ 
longer-standing habit in Britain than elsewhere and to 
the country’s worse air pollution. 

Several other scientists at the symposium warned 
against the harmful effects of excessive smoking as 4 
possible cause of lung cancer. 

The Scientific Director of the Symposium, the Hast 
German Prof. Arnold Graffi, told the Press conference 
that Prof, Boyland’s coutribution had made a ‘“‘colossal 
impression” on the research as at the symposium. 


International Academy of Pathology 


The International Academy of Pathology will hoid its 
third International Congress in London in June 1960 in 
the week following the International Congress of Clini- 
cal Pathology in Madrid. This will be in addition to the 
regular meeting which will be held in Memphis, 
Tennessee, April 24-26, 1960. 

An open scientific session will be held in which there 
will be an opportunity for presentation of original papers 
on experimental and applied pathology dealing with 
anatomical and comparative pathology. 

In addition to the open meeting, the Programme 
Committee has a number of pre-arranged scientific ses- 
sions. These consist of a course on Pathologic Physio- 
logy and Pathology of the Kidney, a Slide Seminar on 
Proliferative Lesions of Breast, Symposia on Thyroid 
and a round table conference on Leprosy Research. 
Hach of these sessions will be open to those who attend 
the mectings. 


Bees Produce a Healing Substance 


The healing properties of propolis, or bee glue, have 
been known for a long time, but scientific data on this 
substance has been obtained in recent years only. 

Propolis is a secretion of the honey bee’s digestive 
glands. It is @ sticky, resinous substance of a greenish- 
yellow or reddish-brown colour, bitter to the taste, but 
smelling pleasantly of poplar buds. Bees use it to stop 
up crevices in the hives, to cover the walls, narrow the 
bee-entrance and polish the cells in which their larvae 
are bred. Propolis contains resins, wax and volatile 
oils. 
The various properties of propolis have been studied 
in the Kazan Veterinary Institute and Veterinary Re- 
search Institute and methods of making medical pre- 
parations for the treatment of animals have been 
worked out. 

5, 10, 15 and 20 per cent propolis ointment in vase- 
line, liquid paraffin and other fats has been proposed. 
The 10 and 15 per cent propolis ointment has proved 
an excellent cure for fiesh and infected wounds and 
abscesses of the hoof coronet or joints which do not 
readily yield to the ordinary methods of treatment. The 
ointment is an effective remedy for mastitis and ring- 
worm in cattle. 

A method has been worked out for making 5 per cent 
propolis milk, which is given to weak lambs and newly- 
weaned piglets. It makes them gain strength and 
weight. The milk can be easily prepared in any dis- 
trict veterinary clinic. 
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Drugs made of propolis have a good effect on the 
human organism also. They kill bacteria, relieve pain, 
heal wounds and are excellent for curing burns, furuncles 
and carbuncles. Used in a preparation with butter, 
propolis helps to cure various forms of tuberculosis of 
the lungs and bronchadenitis. 

Summer and autumn are the best seasons for collect- 
ing propolis for medical purposes. 


The Raptakos Medical Research Board Fellowships 


The Raptakos Medical Research Board Fellowships 
for the year 1960 have been awarded to the following 
candidates for research work on subjects, and for the 
periods, mentioned against their respective names : 

Mr. Anil R. Sheth of the Indian Cancer Research 
Centre, Pare], Bombay, on Biochemical and Immunologi- 
cal Studies of Semen and Cervical Mucus; Dr. Kshitish 
Chandra Das of the Institute of Post-Graduate Medical 
Education and Research, Calcutta, on Studies on the 
Development of Bone Marrow Hypoplasia with special 
reference to Immunologic Mechanism; Mr, G. V. G. 
Krishna Rao of the Nutrition Research Laboratories, 
Hyderabad, on Mode of Action of Vitamin D; Mr. Prafulla 
J. Dave of the Haematology Clinic, J.J. Group of Hospi- 
tals, Byculla, Bombay, on Absorption of Haematinics; 
Miss B. N. Uma of the Indian Institute of Science, 
Bangalore, on Production of Antifungal Antibiotics from 
Streptomyces Species; Mr. A. K. Deb of the Indian 
Institute of Science, Bangalore, on Studies on the Effect 
of Special Food Recipe as a Dietetic Aid in the Manage- 
ment of Delicate Children; Mr. T. N. Pattabhiraman of the 
Christian Medical College Hospital, Vellore, on Metabol- 
ism of Amino Sugar in Nervous Tissues; Dr. M. V. 
Venkatesha Murthy of the King ‘George Hospital, 
Visakhapatnam, on Study of Atrophic Rhinitis (with 
emphasis on its aetiology and managment). 


Expedition to the Himalayas 


The Everest conqueror, Sir Edmund Hillary, who 
proposes to lead a scientific expedition to the Himalayas 
left Patna for Kathmundu on 14-12-59, 


Sir Edmund Hillary said that he would lead a scienti- 
fic expedition to the Himalayas to study the physiologi- 
cal and glaciological features of the Everest region. 

He said that the purpose of this scientific expedition 
was to find out on what altitude a human being could 
live without artificial aid of oxygen and without adverse 
effects on his physical health. 

Replying to a question he said that a human being 
could live without detriment to his health at the altitude 
of 20 thousand feet for some months without artificial 
aid of oxygen. 

The expedition is being planned by him in consulta- 
tion with Dr. Pugh, Research Physiologist with the 
British Medical Research Council. Dr. Pugh was with 
him in the 1953 expedition which conquered the Everest. 


Pfizer Granted Awards 


The United Shareholders of America, Inc. 
well-known pharmaceutical firm Chas. 


its Annual Meeting Award for encouraging participation 
in American corporate ownership. 

The management award was given by the American 
Institute of Management, a non-profit research founda- 
tion, set up to study the management of industrial firms 
and determine their efficiency in meeting company 
responsibilities. This is the second consecutive year that 
Pfizer has been cited by the Institute for excellence in 
such management operations as research and develop- 
ment, production efficiency and sales vigour. 


Study of Blood Diseases 


Indian clinical experts and laboratory workers had 
evinced considerable interest in the study of blood 
diseases during the past five years, said Dr. V. R. 
Khanolkar, Director of the Indian Cancer Research 
Centre while inaugurating the first Congress of the newly- 
established Indian Society of Haematologists at the J.J. 
Hospital on 17-12-59. 

Dr. Khanolkar said that the recent use of radio-active 
isotopes in medical research had helped Indian doctors 
and research workers to know more about the consti- 
tuents of blood. 

In his presidential address, Dr. C. R. Das Gupta 
urged the Indian Council of Medical Research to provide 
gtants and endowments for the establishment of a haema- 
tological centre. 


Experts Committee on Penicillin 


It is understood that the Union Government has 
appointed an experts committee to inquire into the use 
and administration of penicillin in the country. 

The committee’s appointment follows widespread fears 
about penicillin’s properties and use, expressed in Parlia- 
ment and outside after the death of Mr. V. D. Tripathi, 
an M.P. after injection of penicillin. 

Among the tasks of the experts committee will be 
evolving a kind of a penicillin code, for the benefit of 
both the medical profession and the public, to help them 
guard against the untoward effects of an indiscriminate 
use of penicillin and help the Government allay public 
fears in regard to the quality of penicillin. 


After-care Colony for Tuberculous Patients 


The Governor of West Bengal opened on 20-12-59 the 
first organised TB after-care colony and rehabilitation - 
centre in India at Digri, Midnapore, about 100 miles 
from Caleutta. Dr. Roy laid the foundation stone of the 
second unit of the colony named after the late Governor, 
Dr. Harendra Coomar Mookerjee. 


Sprawled over 222 acres near the State Government’s 
Bangur TB sanatorium the colony stands almost midway 
between Midnapore and Ghatal towns and is connected 
with them by metalled roads. Arrangements have beeu 
made for accommodation of 50 families in 25 blocks, each 
with two cottages. 

The late Dr. Mookerjee, who initiated the scheme in 
1953, raised Rs. 6-5 lakhs. ‘Through the efforts of the 
present Governor the fund has been imcreased to 
Rs. 10-5 lakhs. The scheme envisages setting up of cot- 
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tages and workshops where former tuberculosis patients 
can improve their health and also earn a living. 


Proposal to Set up Drug Testing Body 


At the end of a debate, Mr. Manubhai Shah, Minister 
of Heavy Industry, disclosed in the Lok Sabha on 19-12-59 
that the Government was considering a proposal to set 
up a central organisation for a “double check” on the 
quality of drugs produced in the public sector. 

Mr. Shah indicated that the proposed institution would 
not in any way limit either the tests that the producing 
units themselves carried out or the checks imposed 
under the Drug Control Act. 


Development of Drug Industry 

Intervening in the discussion on a non-official resolu- 
tion on 18-12-59 that the drug industry be taken up as a 
State concern the Minister of Industry, Shri Manubhai 
Shah, said in the Lok Sabha : 

“It would not be correct to say that the existing 
situation in the pharmaceutical industry of the country 
is merely one of bottler or processor. 

“The rapid strides that the country has made in this 
particular sector is perhaps the fastest, if I can cay so, 
or one of the fastest of all the industries both in the 
private and public sector. There are about 124 large 
scale manufacturers and about 2000 small scale manu- 
facturers of drugs in this country. Not only the 
number is large, but the production is also very great in 
the amount of value; it almost becomes six to seven 
times what it was at the time when we became indepen- 
dent. Excepting the most modern up-to-date synthetic 
drugs, we are today manufacturnig practically every sort 
of pharmaceuticals from the very primary alkaloids, 
sulpha drugs, antibiotics, vitamins and various other 
modern drugs’’. 


Location of Projects to Manufacture Drugs 


The Minister of Industry, Mr. Mantbhai Shah, 
announced in the Rajya Sabha on December 22, 1959, the 
Government’s decision in regard to the location of the 
various drugs and intermediate projects. 

In a statement laid before the House, Mr. Shah said 
that the Government had decided to locate the antibiotics 
plant at Rishikesh (U.P.), the synthetic drugs plant at 
Sanatnagar (Hyderabad, Andhra Pradesh); the surgical 
instruments plant near Madras city; the phyto-chemicals 
plant at a suitable site in Kerala; the glandular projects 
plant (two units) one at the modernised slaughter house, 
Bombay, and the other at the modernised slaughter 
house in Calcutta; and the basic chemicals and inter- 
mediates at Apta Kharpada, near Panvel in Bambay. 


Regarding phyto-chemicals, Mr. Shah said there 


might be a possibility of a second unit of phyto-chemicals 
in the eastern region of India. 

The Government of India had further provisionally 
decided to establish drug farms in the following regions 
for gréwing medicinal platits in each region : 

(I) Jammu and Kashmir; (II) the Darjeeling area in 
West Bengal; (III) Kerala; (IV) the Nilgiris in Madras; 
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(V) the Chakrata Hills in Uttar Pradesh and (VI) the 
Monga Hills area in Assam. 

A committee of technical experts in the field of medi- 
cinal plants and phyto-chemicals would be set up shortly 
to recommend specific plants to be cultivated to the best 
advantage within the regional farms and to indicate 
the possible supplies of medicinal raw materials from 


Repeat Medical Examination of Displaced Tuberculous 
Patients 


A sum of Rs. 50,000 has been sanctioned by the Union 
Ministry of Rehabilitation for repeat medical examuina- 
tion of displaced tuberculous patients. The medical 
examination of each patient is estimated to cost Rs. 20. 

The amount is in addition to a sum of Rs. three lakhs 
originally sanctioned for the screening of displaced tuber- 
culous patients in West Bengal. As a result of the screen- 
ing of 3,447 cases, 1,500 were found ineligible for any 
financial assistance. Of the remaining cases, 565 have 
been recommended for financial assistance for a period of 
three months and 1,382 for a period of six months. The 
repeat medical examination is expected to ensure that 
financial assistance to deserving patients is continued 
beyond the recommended period, if necessary. 

Apart from the expenditure on such medical examina- 
tion, a sum of Rs. 29 lakhs was placed by the Union 
Ministry of Rehabilitation at the disposal of the Govern- 
ment of West Bengal for providing facilities of treatment 
to displaced tuberculous patients and financial assistance 
to them and their families during the current financial 


year. 
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The Editor is not responsible for the views 
expressed by correspondents 


Problems of Licentiates 


Sir,—Dr. A. C. Sen Gupta’s approach to the problems 
facing the medical licentiates and the solution that he 
has offered may both have been quite well-intentioned 
but hardly adequate or constrictive to commend them 
to those whose case he apparently has pleaded. The 
problem of the licentiates is a complex of so many inter- 
linked factors that it would yield to no easy simplification, 
and certainly not to the solution that he has advocated. 
I consider it humiliating for the licentiates that someone 
from among the medical profession should be found to 
suggest that the only way of survival for the licentiates 
is mercy in the higher hierarchy of the profession. It is 
positively ridiculous, even insulting, that a colleague in 
the profession should have nothing better than simple 
mercy to offer to those who occupy the bottom rungs 
of the professional structure. 

I am quite prepared to accept Dr. Sen Gupta’s thesis 
that the licefitiatésare treated as untouchables in the 
matter of service but\I fail to understand why this dis- 
crimination should haye been chosen by him as the sole 
cause of the unenviable plight of the licentiates. 
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What about the private practitioners? Are medical 
graduates better than licentiates when it comes to pri- 
vate practice? I know of at least half a dozen medical 
‘graduates who have kept shifting from one place to an- 
other for bare survival and some among them were 
found obliged to apply for jobs reserved for licentiates. 
So, security in medical profession is not a monopoly of 
the graduates and it is only distorted perspective that 
seems to have actuated Dr. Sen Gupta to adopt a line 
of argument which ignores some of the basic realities of 
a difficult situation. 

An appeal for mercy for the underdog may satisfy 
the superior ego of the privileged, and Dr. Sen Gupta 
may have paid a price to his conscience for the superci- 
lious attitude that high-ups in India’s medical set-up 
have been found to adopt where a licentiate is concerned. 

As a licentiate myself, I would wish to hold Dr. Sen 
Gupta’s attitude as a warning to my colleagues. If star- 
vation is really the reward that we are destined for, we 
would rather starve than thrive on crumbs that may be 
thrown at us. Moreover, attention to superficial solu- 
tions may cause us to lose sight of the real objectives, 
and we may eventually find ourselves lost in the general 
pattern, without any hope of redemption. I am, etc. 


“Arogyalaya” 


Giridih. S. BHATTACHARYYA. 


A Symposium on the Evaluation of Drug Toxicity -By 
A. lL. Walpole and A, Spinks (Imperial Chemical In- 
dustries Ltd.), J. & A. Churchill Ltd., London, pp. xi 
+138. 


This book is a compilation of papers that were pre- 
sented at a symposium organised by the Imperial Chemi- 
cal Industries Ltd. (Pharmaceuticals Division) during 
the first week of October 1957. 

The pharmaceutical industry today is engaged in the 
search for newer agents to alleviate human and animal 
diseases. The advances in chemotherapy during the past 
two decades have opened mew avenues for research, a 
large number of néw remedies have been offered and 
there are possibilities for more in the future. 

At the symposium, papers have been ably presented 
to give an idea of the enormous and laborious investiga- 
tions that have to be carried out before declaring a chemi- 
cal agent as a safe drug. The factors of toxicity and 
allergy have to be studied in details. 

The papers that were read at the symposium or have 
been incorporated in this book are contributions from 
reputable workers in the field. The eubject matter 
have been presented ably, the experiments designed have 
been lucidly explained and it is evident that the subject 
of toxicity of drugs has been analysed from all its dif- 
ferent aspects. All methods of evaluating toxicity have 
been scrutinised and every possible detail discussed. 

The discussion at the end of each presentation fur- 
ther adds to the value of the book as it clarifies many 
of the points raised in the body of the papers. 

The get-up, printing, binding and diagrams are good 


We are sure this book will be of great help to the 
research chemists and biologists in this country, im par- 
ticular to those engaged in the pharmaceutical industry. 


Headache : Diagnosis and Treatment —By 12 Authorities, 
edited by Arnold P. Friedman, m.p. and H. Houston 
Merritt, M.p.; F. A. Davis Co., Philadelphia, U.S.A. ; 
1959; pp. x+401, 9” x6”; price $8.00. 


It has been estimated that about half the namber 
seeking advice want relief from headache. An headache 
is no doubt one of the commonest of complaints, yet its 
causes are many and diverse—both physiological and 
psychological. Eminently suitable for the practising phy- 
sician twelve experts contribute thirteen stimulating 
chapters in this co-operative venture. The chapters are : 
Mechanism of Headache; Diagnostic Principles and Me- 
thods; Principles of Pharmacotherapy; the Eye as a 
Source of Headache ; the Ear, Nose and Throat as Sources 
of Headache; Role of Allergy in Headache; Headache in 
Systemic Disease; Headache in Intracranial Disorders; 
Migraine; Tension Headache; Psychiatric and Psycho- 
genic Factors in Headache; Major Cranial Neuralgias 
and the Surgical Treatment of Headache; Role of the 
Cervical Spine in Headache and the Head Pain. Hach 
chapter is followed by a table of references. There is a 
useful appendix on Headache Chart. The discussions 
are complete and the work is sure to be welcome by 
practising physicians. 

und Lokalanasthetika—Herausgegeben 
von Prof. Dr. H. Killian, Freiburg /Br. Unter Mitarbeit 

von zahlireichen namhaften Fachgelehrten, 1959. XX, 

710 Seiten, 341 Abbildungen in 374 Einzeldarstellungen 

und 42 Tabellen, Lex.-8° (Georg Thieme Verlag, Sutt- 

gart), Ganzleinen DM 154. 


Local Anaesthesia and Local Anaesthetics, ed. by Prof. 
Dr. H. Killian, Freiburg/Br. in collabtration with 17 
experts. Pp. 770, 367 illustrations (in German). Price 
DM 154. 

After concluding his book on general anaesthesia and 
on resuscitation, the editor felt the necessity to com- 
plete a system of anaesthesiology by publishing the 
present volume, particularly as modern German litera- 
ture does not contain anything comparable with Bonika’s 
“Pain” or Pitkin’s ‘‘Condnction Anaesthesia’. The prin- 
ciple followed was to consider the subject from every - 
conceivable angle as, according to the editor, only those 
can work successfully in practice who know what they 
are doing. The text is arranged in 5 main sections. A 
short history of local anaesthesia (l.a.) is followed by a 
detailed chapter on the principles of l.a., divided into one 
section by H. F. Zipf on Causation of pain and the 
mechanism of l.a. and one by J. Buechi on development, 
chemistry and physicochemical qualities of local anaes- 
thetics.: A short articie on the essential physicochemi- 
cal characteristics of local anaesthetic solutions is fol- 
lowed by 80 pages (H. F. Zipf, Berlin), on their general 
effects. 

A few pages on vasoconstricting, resorption promot- 
ing and delaying additions to 1.4. solutions precede the 
editor’s important contribution on specific and unspeci- 
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fic dangers of l.a. and their control. The third main 
chapter (250 pp.) deals with the standard methods of 
conducfion anaesthesia, such as spinal and peridural, 
giving their pathological physiology and all their’ varie- 
ties and by-effects; paravertebral injection; blocking of 
ganglia, the sympathetic chain and spinal nerves, sepa- 
rate for every region; and, finally, lumbosacral anaes- 
thesia. Equally detailed is the chapter on special con- 
duction and La. according to speciality and region, to 
which again 250 pp. are devoted. Ophthalmology, dental 
surgery, E.N.T., then local conduction anaesthesia in 
the region of head and neck, thoracic wall, spinal column 
and cord, chest, heart and pericardium, intrathoracic, 
esp. lungs, abdomen, inguinal region, perineum and ex- 
tremities; finally, local and conduction anaesthesia in 
gynaecology and obstetrics, and in urology are the sub- 
sections to which is added a discussion on skin and 
topical lesions due to La. The last chapter gives a 
survey of anaesthesia for curative purposes. References 
are given at the end of every section, concentrating on 
recent publications. The practical part is profusely illus- 
trated, mainly with drawings which, as the editor says, 
are taken from the best available sources in literature. 
As most of the contributors to this monumental work are 
well-known experts in their respective speciality, as 
editing has been careful and according to a well con- 
ceived plan and the editor has got 30 years of teaching 
experience to his credif, the result of such an all-round 
effort cannot fail to be filly satisfactory and to succeed 
in its aim to produce a standard work can well compare 
with the best in English literature, haying the advantage 
to be the latest comer in the field. 


Chirurgie der Hand : Atlas der Operationstechnik (Atlas 
de Technique Opératoire - Chirurgie de la Main)— 
Von M. Iselin, Nanterre. Unter Mitarbeit von L. 
Gosse, S. Boussard, D. Nanterre. Deutsche Uberset- 
zung von Dr. A. Lamesch, Hamburg. Mit einem 
Geleitwort von Prof. Dr. O. Hilgenfeldt, Bochum. 

1950. XII, 325 Seiten, 693 Abbildungen, 2226 em. 

(Georg Thieme Verlag, Stuttgart), Ganzleinen DM 69. 


Surgery of the Hand. Atlas of Operative Technique— 
By Marc Iselin, Surgeon, Hospital of Nanterre; Consult- 
ing Surgeon, American Hospital, Paris; Member of the 
Academy of Surgery; with the collaboration of L. Gosse, 
S. Boussard, D. Benoist, Nanterre. German translation 
by Dr. med. A. Lamesch, Hamburg. Preface by Prof. 
Dr. O. Hilgenfeldt, Bochum. 693 illustrations (in Ger- 
man). Price DM 69. 


Thirty years ago Marc Iselin published his ‘Surgery 
of the Hand’, the English translation of which appeared 
in 1940 and remained a classic ever since. The present 
Atlas incorporates the additional experience of a lifetime 
and, therefore, raises the highest expectations. It may 
be said at once and without reservations that they are 
amply fulfilled. 

The subject which certainly belongs to the most in- 
tricate in Surgery, because, in the words of Iselin, “no 
two cases are similar’, is treated with a minimum of 
words and a maximum of line drawings, which in the 
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simplest and yet in a fully instructive way clearly show 
every stage of every surgical procedure. Six main sec 
tions, which are again divided in 20 chapters, deal with 
anatomy and physiology, instruments, materials and 
apparatus, closed injuries, fresh wounds, rehabilitation 
surgery (190 pp.), acquired and congenital diseases. 

It is not possible to do justice to such a work with- 
out showing the perfectly and unerringly planned method 
of guiding the operator step by step from drawing to 
drawing, making it virtually impossible to go wrong if 
every signpost is properly heeded. Such a masterpiece 
as the monumental chapter on “reconstruction surgery 
of sequelae of injuries’ seems to be unique in world 
literature, as in fact the Atlas is as a whole. It should 
be easy to bring ont an English translation as the text 
is reduced to a few lines of explanation to each of the 
693 illustrations. It would be a boon for all those all 
over the world who have to perform surgery of the hand 
and know neither French nor German. 


OBITUARIES 


Dr. Shital Prasad Sinha 


Dr. Shital Prasad Sinha a noted physician and a 
reputed professor of medicine attached to the Darbhanga 
Medical College had a premature death on November 18, 
1959 at Laheriasarai. He was 50. 


Dr. Surra, Prasad 


Dr. Shital Prasad was born at Bhawanathpur in 
Bihar. He topped the list at the Matriculation examina- 
tion in the year 1926, stood second at the I.Sc. examina- 
tion in 1928 and topped the list again at the M.B.B.S. 
examination in 1934. 


Dr. Shital Prasad Sinha entered the State Medical 
Service in the year 1935 and joimed the Darbhanga 
Medical School as a teacher in 1936. In course of only 
a few months he built a very good practice at Darbhanga 
and was acknowledged as one of the best clinicians there. 
In 1939 he was one of those four Bihar doctors who were 
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selected to be sent abroad for specialised training. He 
went to England in 1939, passed the M.R.C.P. examina- 
tion in 1940 and returned home in 1941. He continued as 
teacher at the Darbhanga Medical School for about seven 
years. After the Darbhanga Medical School was up- 
graded he was appointed as a Professor of Medicine in 
1958. 

He remained a member of the Syndicate of the Bihar 
University right from its inception. He was associated 
with various universities of this country as examiner of 
M.B.B.S. and M.B. examinations. He was one of the 
members of the Governing Body of the C.M. College, 
Darbhanga. 

He was intimately connected with the social and cul- 
tural life of Darbhanga. An ardent member of the Indian 
Medical Association, he was President of Darbhanga 
Branch and Vice-President of the State Branch for some 
time. 

In his death the country has lost a worthy member of 
the profession, whose amiable nature and pleasing perso- 
nality were well poised with his conspicuous personal 
achievements in various spheres of activity. 


Dr. Pattabhi Sitaramayya 


Dr. Iattabhi Sitaramayya, a former President of the 
Indian National Congress and a former Governor of 
Madhya Pradesh died on 17-12-59, at Hyderabad after a 
brief illness. He was 80. 


Dr. SITARAMAYYA 


In his death, the country has lost a great man and a 
fearless fighter for the cause of freedom for the nation. 
The medical men are specially indebted to him for the 
significant reform he brought about in the then undivided 
Madras State regarding the removal of casteism and 
compartmentalism in the Civil Medical Services ander 
the British regime. This reform also opened the gazetted 
rank to the medical licentiates who were then kept ex- 
clusively in the subordinate medical service under the 
government. He also contributed largely to the abolition 


of medical schools and upgrading them into medical 
colleges. 

Dr. Sitaramayya was a medical graduate, M.B. & L.M. 
He started his political career early in life and became 
an ardent associate of Mahatma Gandhi. 


YOUR QUESTIONS 


Correspondents should give their names and addresses 
(not necessarily for publication) and include all relevant 
details of the questions which should be typed. Ques- 
tions of medical interest will only be accepted for this 
section. They should be sent in a separate envelope 
marked “Your Questions’. Questions of general interest 
will be published in preference. Lack of space precludes 


answering all the questions received. 
Ep.—J. Indian M. A. 


Q. There is a prevalent adage that patients of hyper- 
tension and allied heart diseases should avoid meat and 
take recourse to fish as substitute. May I have an ex- 
planation for the fact? 

Ans. There cannot be any scientific basis for pre- 
ference of fish in place of meat in hypertension and 
allyed diseases. Both meat and fish are important 
sources of protein and fat. There is hardly any differ- 
ence in the quality. Lean meat and small fishes con- 
tain less fat and may be substituted if restriction of 
animal fat is contemplated. In uncomplicated benign 
essential hypertension, normal protein intake is permis- 
sible. If protein restriction is mecessary as in cases of 
malignant hypertension, hypertension with renal in- 
volvement and in cases of decompensated heart diseases, 
both meat and fish should be restricted equally to a 
desirable quantity. 

Q. Please give me the line of treatment for acute 
chorea in a female child aged 9 years. The duration 
of the complaint is 10 days. 

Ans. This acute chorea is presumably rheumatic 
chorea. It is common in children specially females of 
such age. Treatment may be directed in the following 
lines : 

1. Absolute rest—physical and mental. External sti- 
muli restricted as much as possible—dark room, no noise, 
not even radio. Physical rest enforced to combat exhaus- 
tion due to involuntary movements. 

2. Nourishment. Extra helpings with fat and sugar 
added. Fiuid loss due to perspiration should be com- 
pensated. Sugar drinks flavoured with oranges or sugar- 
ed warm milk may be given. 

3. Aspirin 5 grain tablets 4 to 5, i.e., 20 to 25 grains 
daily for about 10 days after the symptoms have dis- 
appeared. 

4. Sedatives. Involuntary movements being distress- 
ing and in case of lack of sleep sedatives have to be 
used. Chloral 4 grains with gardenal %{ grain may be 


given 3 times a day and reduced when symptoms per- 
mit. Largactil 10 mg., 3 tablets a day, may be given 
instead. 
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This illustration is NOT an X'ray view.' 
Doctors and scientists have to see far 
more detail and accuracy for their diagnosis 
and therefore they rely on the versatility 
and high performance of - 


ILFORD 
X-ray films 


made by Ilford Ltd.-London 
(manufacturers of 90°%, of the world’s requirements 
of sensitized research emulsions). 


distributed in India by IMord-Selo (india) Pvt. Ltd. 
Bombay, Calcutta, Madras, 
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HYDROPROTEIN (In; ) 
contains 5% protein in the 
form of amino acids and 
peptides in normal saline. 
HYDROPROTEIN (Oral) 
contains about 20% amino 
acids and lower peptides 
each fi. on. representing 6 
ms of protein. Has been 
eviteably supplemented 
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vi DELHI STATE MEDICAL CONFERENCE: 
DELHI, 1959 


The 6th Delhi State Medical was held on 
20-22 November, 1959 at Delhi. Dr. P. C. Dhanda was 
the chairman of the Reception Committee ; Raj Kumari 
Amrit Kaur inaugurated the conference and Lt. Col, Amir 
Chand presided over it. ‘ 

Dr. P. C. Dhanda, the of 
Committee, extended a hearty welcome to the guest 
and delegates. In course of hie address, he said, ““Medi- 
cal and health standards of a nation are worth preservin. 
and advancing on the highest priority basis. rap 
increase in the medical institutions im our country, 
though still short of our requirements, anfortunately also 
often falls short of requisite standards through force 
of circumstances. But so | as some oy om 
tain standards, others will be helped to follow suit. — 

While we aim at ucing good teachers of medicine 
and the largest possible number of young doctors at the 
earliest to meet our vast health uirements, I may be 
permitted to make a plea for farther rationalisation in 
this landable effort. 

Medical knowledge is ever advancing and now its 
progress tempo is so rapid, that doctors in general prac- 
tice soon begin to lag behind in knowledge and in com- 

tence to render the best service to their patients. This 
is even more so with the medical ession in smaller 
towns and villages. It is one. of main reasons for 
reluctance on the part of the newly qualified doctors to 

there. 
ar vom scheme of medical education, if it limits itself 
to ucing medical graduates and some postgraduates 
to e specialists and teachers, will remain incom- 
plete until it is planned and rationalised to reach the 

Ik of the medical profession at large, systematically 
and regularly. In that sphere lie the no less impor- 
tant role of medical education, and the inescapable res- 
ponsibility of the authorities in-charge of it, their res- 
ponsibility to the products of the medical institutions, 
as well as their responsibility to the general public, who 
daily entrust their lives in blind faith to the competence 
of their doctor. One shudders even to that 
such a faith may be misplaced. ' 

Let those of us representing the medical profession, 
and the authorities in-charge of medical education, plan 
on the basis of carefully organised and regular refresher 
courses of study, suited to the meeds and convenience 
of the vast majority of our professional brethren. This 
is an urgent need and a long neglected responsibility.” 

Rajkumari Amrit Kaur inaugurated the conference. 
In her address, she said, “There is no gainsaying the 
fact that the health of our people is something that 
must cause all of us anxiety. It is true that a great 
deal, comparatively speaking, has been achieved in the 
last decade, Malaria is well on the way to be eradicated 
and the high incidence of maternal and child mortality 
is definitely om the decline. Other insect-born diseases 
are being tackled as are TB and Leprosy. But we have 
a long and weary way to go before we can reach even 


a fair measure of relief for our sick and suffering huma- 
nity. 
Poverty, unhygienic living conditions, the lack of a 
otected water supply for the vast majority of our - 
tion, malnutrition, under-nutrition, and the genes! and 
lamentable ignorance of the simple laws of health all 
make a good breeding-ground for disease. If we add to 
this the lack of medical aid and hospital accommoda- 
tion, as also medical personnel, our cup of woe is indeed 
full.” She shown to the 
systems of medicine other than the modern medicine, as 
it would lower the standard of medical care in the coun- 
try. She said “It is in your hands to prove that modern 
medicine with its many sided facets is the best for our 
country as it is for the most advanced countries of the 
world.” She desired that proper facilities given, the 
younger qualified professional men end women among 
the doctors should offer their services to the government 
for work in the rural areas.”’ 

After the inaugural address of Rajkumari Amrit Kaur, 
Dr. Mahesh Ch. Gupta presented a review of the acti- 
vities of the Association daring 1958-59. 

It. Col. Amir Chand in his presidential address said : 

“Last year you were very kind to elect me un- 
opposed as the first servant of this Association. You 
have been good enough to confer that signal honour on 
me again this year. Words fail me to adequately 
express my gratitude to you for that. 

In giving you my customary address this year I eufier 

one handicap. A man can have only a limited num- 
ber of hair, teeth and ideas and a time comes when he 
begins to lose them. In my case you can judge from 
my hair that that time has come. I am, therefore, at a 
loss to find a topic or topics to talk about and, eschewing 
medico-political topics or problems of the usual type, 
propose to break new ground and take ap an entirely 
new theme, namely, Drug Industry and its influence on 
Medical Practice. 


Anctgnt Drucs : 


In ancient days medicine in India very largely de- 
pended on herbal and vegetable drags and from time 
immemorial India is known to be perhaps the richest 
country, or one of the richest countries in the world as 
a producer of medicinal herbs and vegetable drugs. But 
times have changed. There are now very few drugs 
really worth using in the modern practice which can 
be obtained from such sources. It is a fact that the 
number of essential drags which alone will enable any- 
body to practise scientific medicine with success is not 
very large and out of these very few are obtainable from 
herbal sources. The days of herbal medicine are gone. 
To Indianise the drug trade the country must develop 
heavy chemical synthetica) and biological drug industry. 


Movernw Drvuc Inpusrry Inpm: 


Pharmaceutical industry is the crying need of the da 
in India. So far, most of the disease preventing and life 
saving drugs, and also the essential palliative prepara- 
tions have to be obtained from abroad. This cannot be 
tolerated any longer. We must become self-cufficient in 
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- matter as in the matter of food and clothing. Our 
pharmaceutical industrialists have hitherto been mostly 
concerned with manufacturing toilet preparations, pre- 
paring tinctures, spirits and fanciful and hybrid combi- 
nations of indigenous and so-called allopathic drugs, giv- 
ing them catching names and claims savouring of ad- 
vertised quackery and putting imported stuff in ampoules 
or bottles or pill-boxes under their own trade names for 
sale as Indian preparations. This is not the real pharma- 
ceutical industry we want. It is true that with the help 
of some foreign manufacturers our industrialists have 
begun to produce drugs and preparations of real value 
but they have got to take long strides to make the 
country self-sufficient in this vital requirement. 


DrvuG INDUSTRY IN THE WEST AND ITs INFLUENCE ON 

MEDICAL PRACTICE : 

In many of the Western countries the drug 
is high! pee and organi and is exercising an 
overwhelming influence on medical profession. While 
such influence so far as it helps the advancement of 
ryzacol and therapeuties through research con- 
ucted in the research laboratories of some of the firms 
and in other places with their help is welcome and 
beneficial; the same cannot be said of the manner in 
which ‘“‘newer’’ and “newer” proprietary s—and 
shall I say fashionable drugs also—are being constantly 

forced on the profession. is is lamentable. 

These firms, and in some countries their trade asso- 
ciations, issue pamphlets or books which in a very subtle 
manner attempt to capture the place of even well-estab- 
lished text books on medical ctice or, at any rate, 
endeavour to establish a claim for a kind of supplemen- 
tary text book. One such book issued by a trade asso- 
ciation in one country lists, on almost 700 pages, the 
names, doses and prices, sometimes also the composition 
of and indications for all proprietary preparations (about 
6000) made by 565 different firms in that country. Most 
of these firms, more than 500, are small and they do 
85 per cent of the trade. They, like firms in India with 
rare exceptions, have no chemical, pharmacological, or 
research laboratories of any kind. ly a very few of 
them, probably not more than 20, have some sort of 
laboratories for experimenting with different substances. 
The work of such firms is, in long run, rewarding. 
It not only benefits them but also benefits the science 
of medicine. The other smaller firms, as almost all the 
firms in India, find it easier, and less costly, to put up 
a so-called ‘completely new” drug by combining a large 
number—anything from 4 or 5 to 20 or more—of known 
substances chosen quite arbitrarily, the main determin- 
ing factor being whether any combination of that nature 
is already on the market or not. Hardly any such pre- 
paration contains only one substance, most contain 5 or 
6 or even more. This is because the firms in —— 
tition with each other keep on producing the so called 
“‘newer” and “better” preparations by combining the 
known and old substances quite indiscriminately and in 
an unrestrained manner. hether hormones aré com- 
bined with vitamins, or antibiotics with alkaloids or 
chemotherapeutic compounds, or all of them together, 
does not matter so long as the doses are so low that they 
cannot do any harm (although, of coures, they can not 
do any good either). The new uct is extolled as a 
combination of naturally active ingredients the constitu- 
ents of which are said to be balanced carefully to act 
as synergists. This kind of compound does not usually 
contain any substance in a pharmacologicelly effective 
amount and can, therefore, at least act only as a placebo. 
Or an effective dose of a well known drug is in 
rated in a combination of various other substances which 
are included only in low and ineffective dosages. Such 
“new drug” is really an old drug in a new setting. In 
most of the preparations only a few of the ingredients 
are named and the dosage of only some is mentioncd. 

Many new names are being constantly added to the 
lists of the so-called “‘new products” and it is obvious 
that no doctor can remember more than a few of such 


numerous names, and much less what they contain. It 
would be no exaggeration to say that it is becoming 
almost impossible for one or to understand what is 
prescribed by another and what agents, in what doses, 
and with what effects—-good or bad he himself is pres- 
cribing. The present practice is excelling the monstrous 
poly-headed pharmacy of pre Hahnemann days which 
made Voltaire say that doctors poured medicines of 
which they know little into bodies of which they know 
less and Holmes say that it would be very fortunate for 
the mankind but very unfortunate for the fish if all the 
known drugs were thrown into the sea. Time has come 
when there should be a vigorous revolution against the 
great ger of these multi-su proprie’ 

—— that has become apparent is that they nae 
made it an unfashionable and a rare practice to use a 
single drug by itself which should always be done, when 
possible, according to the accepted principle of applied 
pharmacology. 

The firms spend enormous money on advertising; the 
more they do that the more all of them seem to be 
mokiog a profit. In Germany, weekly, fortnightly and 
monthly medical journals contain about 12000 full pages 
of drug advertisements a year at an approximate cost 
of £10,000. Postage alone on leaflets etc. must ex- 
ceed the same amount a year. Probably at least 

,00,000 a year are spent on ganda. Each 

tor receives daily a number of eatlets printed on 
glazed paper, beautifully illustrated propaganda brochures 
and unsolicited samples of drugs. ther cost is naturally 
borne by the consumer patient. 

The advertised preparations are said to act on a 
number of organs amongst which vegetative nervous 
system and diencephalon are often cited and preparations 
are recommended for ailments like arterio-sclerosis, 
h ension, common cold, rheumatism etc. etc. Parti- 
cular favourites are such substances as phenobarbitone, 
atropine, ephedrine and salicylates. Over 500 prepara- 
tions (proprietary) contain phenobarbitone and atropine 
(or belladonna) apart from other less active substances 
in varying proportions. Even charcoal is offered in com- 
bination with sulphonamides. 


WHY ARE PROPRIETARY PREPARATIONS PRESCRIBED ? 

The question logically crops up: “Why are such 
doctors ?”” The answer, it has 

m well said, “lies in the persistent clamour of the 
circulars which is echoed in the medical press, and the 
demands of patients who are not satisfied unless t 
get something new and expensive’. The use of 
‘new drugs” is taught to the credulous members of the 
profession by a new kind of a teacher who replaces the 
traditional of teacher. This new teacher is the 
sales-agent—a well dressed individual with polished 
manners and a persuasive tongue. He is ever accommo- 
dating and comes to the practitioner to suit his con- 
venience. He presents to him a shower of leaflets and 
propaganda brochures printed on beautiful art paper and 
most colourfully illustrated, along with unsolicited 
samples on a lavish scale. It is not surprising that he 
expects the itioner to } magne the medicines manu- 
factured by his respective firm and also the most expen- 
sive medicines he can advertise. 

Just as the mew teacher has replaced the traditional 
teacher, to a very large extent in practice, his leafiets 
and brochures have replaced the text-books and scientific 
journals of medical science to the same extent. The 
profession has succumbed to the persistent clamour of 
the drug manufacturer, his sales-agents and the circulars 
and the samples he distributes. If now-a-days diagnosis 
is made in the laboratory treatment is ided by the 
pharmaceutical house. Such propag reaches the 
public also and patients do not feel happy unless they 
are given the “latest” and the most expensive drug. 
This practice, which is far too common, is most detri- 
mental to the cause of scientific medicine and the sooner 
the profession realises it and takes effective steps to 
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Dr. P. C. DBANDA 
CHAIRMAN, RECEPTION COMMITTEE. 


check it the better; otherwise the practice of 
will degenerate into the worst form of quackery. 
already on the brim of it. In his practice the aim of 
a practitioner should be to be a g doctor of scientific 
integrity and not ve ad the manufacturer’s agent and 
the purveyor of placebos. 


PRESCRIBING AND Its Cost: 


The Committee on the cost eens (the Hinch- 
liffe Committee) for England a Wales and the Com- 
mittee for Scotland (the Douglas Committee) on the 
same have made some pertinent observations. It has 
been appropriately said that the conditions in general 
practice are often such that the practitioner has not 
time enough to get to know his patients properly and 
to get at the root of their troubles and is therefore 
tempted to satisfy the patient with a scription, thus 
reinforcing the ‘“‘medicine habit”. It is felt that it is 
very difficult for him in general practice so to keep 
abreast of progress in therapeutics as to be able to 
prescribe with maximum efficiency, and thus with 

i prescribing means economic pres- 


It is 


It has been questioned by the Douglas Committee 
whether the flow of advertising literature can provide a 
basis for the proper selection of drugs. Sometimes it 
is comprehensive and authoritative. Sometimes it is an 
over-simplification and “unfortunately there is a third 

p where the information is misleading and goes far 
ae the mere purveying of information, doing much 
to undermine a rational and critical approach to pres- 
cribing by doctors’. 

The Hinchliffe Committee recommends that official 
titles should be used on prescriptions in preference to 
proprietary names. Prescribers should endeavour to 
use such titles even when they are longer or less readily 
memorised than proprietary names. When prescribing 

brand mame the prescriber should be convinced of 

preparation’s superiority by private experience or 
blished evidence and not by unsubstantiated claims 
be the maker. Doctors should not prescribe expensive, 
elegant preparations when simple preparations of the 
same drug are available and they should refrain from 
prescribing umnecessarily elaborate polypharmaceutical 
' preparations. Wherever practicable doctors should select 
the least expensive of the effective drugs available and 
until the result of clinical trials of new drugs are known 
doctors should only ibe new drags when existing 
drugs have failed. Committee realises that soine 
patients exert pressure on their to prescribe 
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cular drags (and very often new and expénsive 
rugs not easily available) for them but that senior 
doctors are generally better able to resist them than 
young doctors lacking in experience and working on 
their own and not in well established partnerships. The 
Committee recommends that patients should be asked to 
cooperate by accepting more readily the doctor’s advice 
and guidance and that posters and notices should be 
displayed in doctor’s surgeries warning patients against 
the “medicine habit’. 

So far as the drug industry is concerned, the Com- 
mittee suggests that it should do everything that is 

ssible to prevent public money being wasted in in- 
Rated and expensive publicity campaigns and that it 
should be asked to consider with the professional bodies 
and the government whether anything further can be 
done to maintain the highest standards and limit the 
more extreme forms of advertising. It is further 
suggested that the industry, the medical and pharma- 
ceutical professions and the government should consider 
ways a means of limiting the present proliferation of 
polypharmaceutical preparations, that firms should be 
encouraged to increase their research effort realising the 
importance of wider cooperation between all parties con- 
cerned in research and that due allowance should be 
made, when fixing nan of products, for genuine re- 
search expenditure discouraging at the same time ex- 
travagant overheads and sales promotion. 

The Committee rightly points out that the pharmacen- 
tical firms which do research are making an essential 
contribution of roe research and admits that the 
costs of research of therapeutic and prophylactic products 
are considerable. It is however possible to regulate 
prices on a reasonable basis. 


Both Committees refer to the existence of “inflated 
and expensive publicity campaigns, blunderbuss poly- 
pharmacentical products (‘the antithesis of current 
teaching’’) and claims for merit attributed to ingenious 
“blending” (“‘an ancient form of quackery assuming the 
guise of modern psendo-science”). At the same time 
they put high hopes for fuller cooperation with the dru 
industry and would like extravagant overheads pi | 
selling campaign to be substantially curtailed. But is 
there much chance for ench substantial reduction in the 
existing atmosphere of acute competition between the 
manufacturers who are always alert to grasp every oppor- 
tunity to advertise and display their products in an ex- 
pensive setting? Manufacturers, unless there is a radi- 
cal change in the present atmosphere, are not likely to 
come to an understanding between themselves about ex- 
penditure on advertisements and no imposed “agree- 
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ment” would be desirable or workable. What should be 

of certain unjustified advertisements and thereby to re- 
duce the chances of the products they extol being pres- 
cribed. 


has been advised. 
(1) mot to prescribe expensive and elegant prepara- 
‘oy preference to simpler and less costly pre- 
parations of the same drugs. 


te tions 
(3) to to select the least expensive of the eficctive drugs 
availa ec; 
4) to prescribe drugs still under trial onl 


KEEPING UP WITH ADVANCES: 


The numerous advances that have been made in the 
recent t and continue to be made, with tremendous 
rapidity in a field of medical science and therapeutics, 
some of which ate of life saving importance, have made 
it difficult for a a to keep upto date. In order 
to bé able to do best-for his‘ patients he must possess 
the latest medical knowledge. But he, particularly an 
over-worked is it very hard to keep 
abreast of even a part of ever-increasing advances. 

“Many doctors do a he job of staying abreast of 
major new development”, says a medical schools dean, 
“and give their patients oe om! modern care. Un- 
fortunately, not true of have little real 
opportunity to a Some not even try.” 

Dr. Norton ey President of the New York 
Country Medical Society, says ‘‘somehow, he (the prac- 
tising physician) must also find time to keep pace with 
what is new. New drugs, for. example, come out at 
dizzy rate several hundred a year. ie physician has 
to know something of most or all of them—even the 
many that are no real improvement over existing drugs. 
And he must learn new and useful lists of drugs, a 
that can easily consume a man’s full time, yet new drags 
constitute only a small part of medical advance’. 

It is admittedly impossible for any one doctor to 
familiarise himself with details of new developments in 
all branches of medicine. That is perhaps one reason 
why every two out of five practitioners in the U.S.A. 
choose to be specialists. But even the specialist must 
have some knowledge of at least the broad outlines of 
bay is being accomplished in specialities other than his 


"To help the busy practitioner who finds it difficult to 
keep abreast of rapi in therapeutics it has been 
suggested that a Coded including physicians, general 
practitioners, pharmacists, a pharmacologist and a statis- 
tician, with a whole time editor, should be appointed 
whose function should be to publish Prescriber’s Notes 
or Prescriber’s Journal for frequent distribution to gene- 
ral practitioners and that should be an authoritative 
and independent publication. In — and Wales and 
Scotland this suggestion is easy implementation by 

verninent, Is it too much to expect of Government of 

ia to make a similar effort? It would profitablv 
supplement the National Formulary of India and serve 
as a liaison between the Government, the industry and 
 —— leading to efficiency, economy and scien- 


progress 

In America a fortnightly Medical Letter on Drugs 
and Therapeutics is being published since January, - 

a non-profit making organisation named Drugs 

erapeutic Information Incorporated. With the ‘aid 
of a panel of distinguished medical advisers the evi- 
dence and against a drug is stated and evaluated. 
Where the evidence is deemed to be clear the reader 
is not left wondering whether the advisory panel believes 
the.drug to be an advance or not. Where the evidunce 
is-insufficient; then this is stated and a further report 
is promised. The Medical Letter has so fer expressed 


opinion on the following lines: On the newer steroids 
(nothing to choose between them), on buffered tetra- 
cycline (not a nseful advance) on meprobamate (little 
reason to prescribe it in preference to phenobabitone), 
on ch opamide, a new oral antidiabetic ent (the 
publis reports and advertisements do not fully reflect 
the toxic properties and a fuller review is oo com- 
leted), om erythromycin proprionate (a valuable intro- 
tion), and on many other preparations. 
When considering claims of efficiency which are 
superficially convincing but which yet leave a doubt in 
his mind, the doctor can now turn to the opinion of 
experienced people who are not influenced by commer- 
ial considerations and who have had time to weigh 
the evidence. 
The value of the Medical Letter will naturally 
on its providing upto-date and reliable opinions, 
drug firms should welcome this development, for in the 
long run dissemination of reliable information on their 
product is sure to benefit them. 
Unfortunately the cost of the Medical Letter is very 


. high—$12-50 a year. While it is the duty of the cute 


to disseminate such information it is our duty and the 
duty of the drug industry to consider how it can be 
done within our resources. The need for a publication 
like this is real and urgent. It should be produced 
by the profession for the profession but it has to be 
financed by the state and or the drug industry. e 
A few words on one other topic and I have finished. 
The well-off purchase medical care as best as they can. 
The poor it is said, are given it free as philanthropy. 
The middle class, who form the bulk of the ye 
hang in between the two. They cannot aff 
medical care and their sense of self respect and dign! 
does not allow them to seek it as charity. For suc 
mainly, though not exclusively, the Delhi medical Asso- 
ciation has undertaken to start a health insurance scheme 
on economic basis. Its salient features are: 


(i) Free choice of doctor to the insured 
from amongst the doctors on the panel. : 
(ii) Free supply of the drugs—official and non- 
official. (Limited according to the list). 
(iii) Free consultation to the imsured persons by 
specialists working under the Scheme. 
(iv) Domiciliary visits at nominal rates as given in 
the Scheme varying from Re. 1/- - Rs. 4/-. 
(v) Hospitalisation of the sick, free of charge. 
(vi) X-Ray and laboratory diagnostic aid available 
free of charge. 
(vii) Insurance fees for individual and family : 
(a) Individual (Without hos: isation) 
55/- per annum. 
(b) Individual (With hospitalisation) 
Rs. per annum. 
(c) Family (Wit hospitalisation 
Rs. 100/- per annum, 


It is hoped the public will make full use of the scheme 
and the Government, the Corporation of Delhi and the 
Municipal Committee of New Delhi will generously 
render all ible and legitimate help to the Associa- 
tion to e the scheme a success.” 


The fol resolutions were at the con- 
lowing passed 


On the recommendation of the Central Council of 
Heaith the Government of India is considering to regu- 
late and register medical and public health laboratories, 
dental clinics, nursing homes and physiotherapy centres 
and the Medical Council of India has iefetenel the Gov- 
ernment that such a control is essential and that it is 
desirable that it should be done throngh central legisla- 
tive. 

Contrary to the recommendation of the Medical Coun- 
cil of India but in conformity with that of the Working 
Committee of the Indian Medical Association this Con- 
ference resolves that while the Government may regu- 
late and register nursing homes, and also physiotherapy 
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centres run by non-medical persons, it may not regulate 
and register medical and public health laboratories and 
dental clinics run by duly qualified medical persons as 
that would be an encroachment on their inherent right 
to practise any branch of medical science they like with- 
out any such control or interference by the Government. 

2. Communal sanitation in Delhi, including New 
Delhi and suburbs, continues to be of almost primitive 
nature; there are no public latrines and urinals any- 
where with the exception of a few areas and wherever 
. they are they aré seldom kept in proper condition be- 
cause of lack of staff with the result that ple ease 
themselves freely and indiscriminately at all times of 
the day and night in public places gside thorough- 
fares and railway lines; garbage and human and animal 
excreta which are not adequately disposed of, provide 
ample facilities for breeding of flies, and flyborne dis- 
eases are common. Water supply is deficient both in 
quality and quantity, there is hardly any article of food 
and drink which is not moderately or grossly adulterated 
or tainted with dyes some of which may be injurious 
to health and slum areas, if anything, seem to be on 


the increase. 
This resolves to bring this most unsatis- 
t slur on the 


ies concerned and to urge on 
them to take early and effective steps to remove the 
above mentioned defects. The Delhi Medical Association 
wholeheartedly extends its co-operation to the Govern- 
ment and the local bodies for the steps to be taken and 
schemes to be formulated by them in consultation with 
the Association. 

3. This Conference notes with great concern the 
recent amendment to the Indian Pharmacy Act as pass- 
ed by the Parliament giving sanction to the state gov- 
ernments to “declare by a general or special order made 
by the state governments and person or persons as prac- 
tising the modern system of medicine the purpose 
of this Act’’. 

It further points out that this amendment would 
allow persons (who do not hold registrable medical quali- 
fications as defined in the Indian Medical Council Act) 
to be registered as ‘“‘persons —- the modern scien- 
tific system of medicine for the pu of the Act (The 
Pharmacy Act 1948—Amendment Bill 1958) and whereas 
the definition of Medical Practitioners should be uniform 
for all Acts enacted by the states or the central govern- 
ment as to have different definitions for purposes of 
different acts and by empowering the state governments 
to declare by a general or special order any person or 
persons as ———s the modern scientific system of 
medicine will lead to chaos i.e. different state govern- 
ments giving recognition to different types of persons 
viz. Homoeopaths, Vaids, Hakims, Compounders etc. 

And whereas the Medical Council of India is the only 
competent body for registration of practitioner of modern 
medicine and that the Council ander this Act is being 
byepassed and the recognition for the purpose of this 
Act is being left in the hands of the state governments 
and also as in the event of all types of le having 
been declared by different states as ‘Registered Practi- 
tioners’”” would have repercussions on other Acts and 
Rules such as the Drug Rule and thereby making avail- 
able to all and sundry the dangerous drugs etc. 

This Conference lodges its strong protests against this 
amendment and demands immediate reconsideration and 
maintenance of status quo and also to define Registered 
Medical Practitioner ‘as that duly registered with the 
various medical councils in India constituted under the 
Indian Medical Council Act’’. 

4. For the vast majority of population which is too 

to pay even a small contribution, medical care 

s to be completely free or non-contribu and it has 
0 be geovitel ty the state. But those who are in a 
position to make some contribution, large or smail, 
should be encouraged to do so in order to dispel the 
pauper mentality and the delusion that the public purse 
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is bottomless which are inherent in an entirely free 
service. It is more consistent with the dignity and in- 
dependence of a man that he shall be enabled to 
apply for something that he has purchased with his 
own funds. For that purpose contributory system has 
been introduced in one form or another in some coun- 
tries. Under such a system benefit becomes a right and 
not a concession. Such systems have as a rule, to be 
heavily subsidised. In Delhi the Government of India 
has established a contributory health service which it 
is subsidising heavily. “But that service, apert from 
the Employees State Insurance Corporation meant for 
industrial workers, covers only the Government of India 
employees and the members of the Parliament. For 
those not covered by it the Delhi Medical Association 
has undertaken to introduce a health insurance scheme 
and it expects the government, the Corporation of Delhi 
and Municipal Committee of New Delhi to subsidise it 
and help it im every possible way. 

This Conference resolves to request the Government 
of India, the Corporation of Delhi and the Municipal 
Committee of New Delhi to render all possible and legi- 
timate help, including suitable subsidies, to the Delhi 
Medical Association to enable it to make its health in- 
surance scheme a success. 

5. The protection of the people’s health and their 
medical care which is a public issue is one of the - 
liminary and fundamen obligations and seapaaniatt- 
ties of the state, including the Local Bodies under it. - 
Men and women ere the most valauble possession of a 
state and their health is their most valuable possession. 
The enjoyment of the highest available standard of 
health is one of the fundamental rights of every human 
being without distinction of race, religion, litical be- 
lief, status of life and economic or social condition. While 
the Government of India has through a contributory 
health service discharged its duty to some extent in this 
respect to its employees and to industrial labour and 
has very récently extended such medical facilities to 
members of the Parliament, the same cannot be said to 
have been done to the citizens at large who may on com- 

rison be categorised as “unprivileged community”. 

ile those of this community which can afford pur- 
chase medical care as best as they can, the poor who 
form the vast majority of the population, are said to 
be given it as philanthropy. Their lot is pitiable. They 
have to depend almost entirely npon the public charitable 
hospitals owned by the government and the Corporation, 
the facilities ided by the private hospitals being in- 
significant. public charitable hospitals are too few 
for the needs of the popelation, their bedded strength 
is too small, the outdodr facilities they provide are too 
meagre and the budget of these hospitals is so ineuffi- 
cient that even some life saving drugs are denied to 
the poor on the plea that they are too expensive. 


This Conference resolves to urge on the government 
and the Corporation to take very early and effective steps 
to remove some of the glaring defects such as the non- 
availability of disease preventing and life saving drugs 
to the poor, and to increase the facilities for medical care, 
institutional and domiciliary, as to make available and 
complete service to all citizens irrespective of their abi- 
lity to pay within the 3rd Five Year Plan. 

6. Sales Tax on X-ray Films and X-ray Apparatus : 
This conference brings to the notice of Delhi Adminis- 
tration the anomaly of classifying X-ray films with 
ordinary photographic films, and also declaring X-ray 
apparatus among photo goods as luxury goods thereby 
subjecting their sale to 2 levy of 7 per cent as sales tax. 

It further points out that the X-ray films and X-ray 

ratus are used for no other purpose than the gene- 
ral medicines on which the rate of sales tax is 4 per 
cent. 

This Conference therefore urges upon the Govern- 
ment to reduce the Sales Tax on X-ray films and X-ray 
apparatus so as to bring them at par with other medical 
stores and medicines if at all the Government does not 
yet see its way to total abolition of sales tax on medi- 
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cine, medical goods, electro-medical and pathological 
laboratory equipment, X-ray films, X-ray apparatus and 
reagents etc., on obvious humanitarian grounds. 

. Supply of new cars to Medical Practioners: This 
Conference brings to the immediate notice of the Gov- 
ernment the great difficulty being experienced by the 
medical profession in Delhi for the pur of new cars. 
While appreciating the shortage of supply as yet in the 
country of economncal utility cars the usefulness of a 
car for medical practitioners cannot be underestimated. 

It is therefore requested that special priority be grant- 
ed to the members of medical ession for the chase 
of cars manufactured in India and their quota in Delhi 
be fixed in consultation with the Delhi Medical Associa- 
tion which is a State Branch of the Indian Medical Asso- 
ciation. 

8. Delhi Shops and Establishment Act: Whereas the 
Delhi Shops and Establishment Act enforced in Delhi 
in 1954 exempted doctor’s clinics from one or two clauses 
and on representation by the D.M.A. the then Delhi 
State Cabinet after thorough and detailed consideration 
granted total excemption to the doctors and _ 

Whereas now the Delhi Administration has reimposed 
the Act on the doctor's clinic without any change of 
circumstances and without any reference to the D.M.A. 
and 


Whereas the medical profession in Delhi is perturbed 
_ over the action of the Government which will ultimately 

prove detrimental to the interest of the ailing public 
and the profession and would inhabit and limit the scope 
and time of medical aid being available at thousands 
of clinics of doctors which are essentially ‘Miniature 
hospitals” and 

Whereas the administration has accepted the prin- 
ciple of exempting essential services like the Air Lines, 
C.H.S. Fire-Services etc. and the hospitals and institu- 
tion for the care of the infirm and sick where indoor 
treatment is given, 

This Conference lodges its strong protest against this 
indiscriminate arbitrary ill-advised and unjust action of 
the Delhi Administration and demands an immediate 
withdrawal of this order and restore status quo in the 
larger interests of the Health Service of Delhi State 


Area. 

9. Quackery: This Conference ur, upon the Gov- 
ernment to enact suitable legislation for the prevention 
of quackery. It further urges restriction of the use of 

x “Dr.” or “Doctor” to persons qualified in modern 
system of medicine and by those people on whom doc- 
torate is conferred by a University. 

10. This Conference places om record its deep re- 
sentment at the indiscriminate manner in which the 
doctors are being served with notices of re-entry, en- 
hancement of ground rent and lease money by the 
Improvement Trust and Delhi Land and Development 
Authorities on account of their being engaged in prac- 
tice of medical profession at their residence or in resi- 
dential localities. 

It further draws the urgent attention of the Govern- 
ment of India to the resulting hardships involving the 
medical profession and the public and requests the Gov- 
ernment for the earliest intervention and the issue of 
directions for the withdrawal of notices, and any de- 
mand of enhanced payments of the lease money. 

11. This Conference strongly resents the unnecessary 
restrictions imposed on the purchase by the medical _ 
fession of important drugs for emergency use like 
Pethidine, Morphine etc. under the new Excise Rules. It 
urges upon the authorities to immediately remove these 
restrictions. 

12. This Conference ae upon the Life Insurance 
C ation of Delhi to allow the medical examination 


of Life Insurance cases to all the registered medical 
practitioners of Modern Medicine, instead of restricting 
to a few selected doctors. 


13. This Conference urges upon the Government of 
India to suitably amend the Indian Medical Council Act 
in accordance with the memorandum already submitted 
by the Indian Medical Association in year 1956, so as to 
accord due representation to the Indian Medical Associa- 
tion and ensure the provision of a common schedule both 
for the medical Licentiates and Graduates 


BRANCH NOTES 


BAGALKOT BRANCH—The annual general meeting 
of the branch was held on 26-9-59 with Dr. B. J. Parvati 
in the chair. The annual report and statement of 
accounts of 1958-59 were adopted. The branch members 
took leading part in the celebration of Health Week, 
World Health Day and Baby Show. Office-bearers for 
1959-60 were elected with Dr. M. V. Apte ew wr 
Dr. H. Y. Pandye as vice-president; and >=» & 
Kupsad as hony. secretary. It was decided to hold the 
district conference at Bagalkot in the last week of 


January 1960. 

BIHAR STATE BRANCH—The annual meeting of 
the State Council was held on 8-11-59. Forty seven 
members were present. The annual report for 1958-59 
was presented. i audited accounts for 1958-59 and the 
budget for 1959-60 were approved. Office bearers for 
1959-60 were elected. Dr. A. K. Sen as Hony. State 
Secretary. Hony. Joint Secretaries : for headquarters—Dr. 
A. K. Dutta (Patna); for North Bihar—Dr. S. Bhatta- 
charyya (Betiah); for South Bihar—Dr. J. M. Gupta 
(Monghyr); for Chotanagpur—Dr. H. N. Mukherjee 
(Dhanbad). Hony. Asst. Secretaries : for headquarters— 
Dr. A. K. Dutta; for N. Bihar—Dr. C. M. Jha (Bettiah) ; 
for §. Behar—Dr. S. D. Gupta (Bhagalpore); for Choto- 
nagpur—Dr. N. P. Srivastava (Ranchi). Members of the 
different committees were elected. 

The ist meeting of the State Council for 1959-60 was 
held on 9-11-59. Twentyfive members were present. Dr. 
Lala Surajnandan Prasad was in the chair. It was 
decided that the following items as enumerated in the 
presidential address be taken up as the programme for 
the year: (1) To improve the working conditions of 
doctors in the State, (2) To improve the association 
library, (3) To mecrease the membership, (4) To intro- 
duce a series of Refresher Course lectures in branches, 
(5) To help in the creation of a new medical college 
(6) To expand the Medical Association building, (7) To 
promote collaboration of the Government in the obser- 
vance of Health Week. 

The annual report of the branch for 1958-59 shows 
that membership strength rose from 1995 to 2330 during 
the year. Nime new branches were started. Four meet- 
ings of the Working Committee and 3 meetings of the 
Council were held. Refresher Course lectures were held 
during the Health Week in 20 places. Collaboration with 
the State Government was maintained. Representatives 
of the branch had seats in the drug advisory committee, 
specialist committee for cholera and smallpox and the 
family planning committee. During the year, a draft 
scheme was prepared for a legal defence union, recom- 
mendation for the 3rd plan recommendations of pay 
scales and working conditions of doctors. The branch 
a trying for a seat in KSI regional advisory 

r 


The 6th Bihar Health Week was observed on 20-26 
February 1960. The week commenced everywhere with 
inaugural functions and public lectures. The following 
Examination, 2. Mass Inoculation Campaign, 3. Baby 
Shows, 4. Refresher Course Lectures, 5. Popular Lec- 
tures, 6. Health Films show, 7. Sale of Health Seals, 
8. Bihar Shri best physique competition. A total of 
19,329 school students were examined during the week. 
Forty three maternity and child welfare centres took 
part in the baby show. School students numbering 
1,31,733 were inoculated against typhoid. 
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offer definite advantages over other 
para-amino-salicylic acid preparations 
because: 
| as it maintains effective blood levels for prolonged 
periods than ‘s achieved by sodium, calcium, or other sa'ts 
; The difference is particularly marked at night, when the salts 
coe prove almost inadequate in maintaining blood levels throughout. 


The inconvenience of large doses is minimised — the {ree 
acid contains only active substance and so no allowance is 
necessary for the calcium and sodium radicals. The prolonged action of 


ba PAS DUMEX means an infrequent dosage schedule 
a - a great contribution towards convenient administration. 
- The entero-coating of these granules almost completely prevents 
ae gastrointestinal disturbances common with PAS preparations. 

\ Enquiries to: 
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| Wavell House, Ballard Estato, Bombay | 
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triacetyloleandomycin tetracycline 


Science for the world’s well-being 


PFIZER EASTERN CORPORATION 
Pee New York, Panama & Brussels 
Exclusive Distributors in India: : 
RAVISON PHARMACEUTICALS PRIVATE LTD., Bombay : ‘ 
Supply: 
Enquiries to: 
DUMEX PRIVATE LIMITED Capsules — 250 mg. ; botties of 
Wavell House, Ballard Estate, Bombay 1 # Trademark of Chas. Pfizer & Co., inc. 8, 16 and 100 
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faci 


Will it bea 
boy or a girl ? 

Soon the anxious waiting will be over, and 
everyone will know. Today, and every day 
people put their trust in medicine. Doctors 
and nurses in hospitals all over 
the country put their trust 
in Indian Oxygen equipment 
and gases—a trust that 
is well founded. 


INDIAN OXYGEN LTD 
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lron-deficiency anaemia in the Tropics is 


acid. 
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haemoglobin 


fumarate, a new iron compound which 

is well tolerated and has a higher iron 
content (65 mg. per tablet) than ferrous 
gluconate or succinate. Adequate 
amounts of vitamin Bi2 and folic acid are 
also included. Three Macrafolin-iron 


Tablets a day produce optimal haemoglobin 
response, 


Macrafolin-lron 


TABLETS 


Each contains ferrous fumarate 200 mg., vitamin Bi2 
10 micrograms and folic acid | mg. 


Bottles of 50: 


GLAXO LABORATORIES (INDIA) PRIVATE LTD. 


Bombay + Calcutta - Madras « New Delhi. 
Depots: Srinogor + Govhoti Vijoyowede. 
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SANIMALT 


SANIMALT is recommended dietary in all 
cases of nutritive . 


THE SANITEX CHEMICAL INDUSTRIES LTD. BARODA 3 


Immediate—effective relief in 


BRONCHOSPASM 


The anxiety and distress of bronchospasm in asthma demands 
safe, instant action which inspires confidence in the patient 
and strengthens resistance to recurrence of attacks. 

FELSOL powders combine, with ease of administration, the 
Specific action required to relieve spasm without cumulative 
effect. They are entirely free from narcotic drugs. Small 
maintenance doses between acute attacks progressively 

“1 previa Felal reduce liability to 


action is ad spasms. FELSOL 
tea is prescribed for 


ASTHMA in all 
parts of the world 
to which it has been 
introduced. 


~ 


Clinical sample and literature on request 
THE ANGLO-FRENCH DRUG COMPANY (ESTN.) LTD 
24-26, TARDEO ROAD, BOMBAY, 7. 


BRITISH FELSOL COMPANY LTD., 
206/212 ST, JOHN STREET, LONDON, €.C./ 


— LIVWINYS 
- |. 
SANIMALT 
pouress of Vitamins A and Vitamin 8-Complex and 
its samptes 
4 terete on 
‘ey 
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Restores blood 
with virtually 
no pain on injection. 


Each c.c. contains the 

natural active antianemic 

factors from 25 G. 

of fresh liver, plus . 
Vitamin Bi2 B.P. , 2-0 meg. 


HAEMOSAN 
Benzyl Alcohol 1-5% 


aver EXTRACT CRUDE acts as analgesic agent 


Packs : 
Amps. of 2 ¢. ¢. x 50 
Vials of 10 c. c. 


Blood regeneration 

is quick due to 
increased Bi2 and 

Folic Acid and injections 
are virtually painless. 


Each ¢.¢. contains 

the natural active 
antianzmic factors from 

25 G. of fresh liver, plus 
Vitamin Bi2 B.P. . 25°0 meg. 
Folic Acid B.P. . . 5:0 mg. 


“Benzyl Alcohol 


‘acts as analgesic agent 
Pack 
Vials of IO 
STANISTREET & COMPANY LIMITED 
OFFICE, PACTORY & LABORATORIES : 18, CONVENT ROAD, CALCUTTA. 
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When perplexing symptoms such as irritability, fatigue and anorexia, do not respond to ‘first-thought’ 
| therapies the cause is often hidden iron deficiency. The only answer is parenteral iron therapy with | 
IMFERON. 


The development of iron deficiency 

Recent reseatch has shown that the iron stores 
act asa reserve to maintain the haemoglobin 
level. Only when these stores are virtually 
depleted do the other levels begin to fall — the 
haemoglobin level last of all. 

The initial symptoms of iron deficiency are mild ; 
Aater it becomes difficult .to distinguish cause 
from effect. Cases reported attributed to iron 
deficiency include cardiac failure, abdominal 
pains, dyspnoea and mental disturbance. 


Presentation : 


5 x2 ml. and 100 x 2 ml. ampoules 


The treatment of iron deficiency with IMFERON 


Since a high haemoglobin level limits absorp- 
tion of iron from the gut, parenteral iron 
therapy is essential for total iron repletion. 
Imferon, given by deep intramuscular injection, 
not only ensures an optimum haemoglobin 
level, but replenishes body iron stores and tissue 
enzyme levels. Being fully absorbed and totally 
utilised Imferon acts rapidly ; there is often a 
tonic effect within 48 hours. IMFERON is 
indicated for both prevention and treatment of 
iron deficiency in Pregnancy, Prematurity & 
Infancy, Surgery and Chronic Blood fen. 
Ankylostomiasis, Infections, Malnutrition, 


of BENOER research 


A product 
pencen LABORATORIES LmMITED 


Holmes Chapel, Cheshire, Eng-aad 
Distributors : 


“MARTIN & HARRIS (PRIVATE) LTD. Calcutta, Bombay, New Delhi & Madras 
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Jet Flight by 


BOAC 


on 


BRITISH 


OVERSEAS AIRWAYS CORPORATION 


Syrup Alarex 
(For Asthma) 


As an ideal combination of reputed 
Indigenous antispasmodic drugs, e.g. 
Kuth, Kantikari with ephedrine, amino- . 
phyllin SYRUP ALAREX offers 
extraordinary relief in a large variety 


issued in 2 oz., 4 oz., 8 oz., & 16 oz. phiais, 


UNIVERSAL DRUG HOUSE PRIVATE LTD. 
10, Braunfeld Row, Calcutta—327. 
Gram: UNIDRUG. Phone: 45-1987. 


Fron TB SEAL SALE CAMPAIGN 
» 1968 to 26th January, 1960 
10 Naye his 
HELO FIGHT 18 en at 
DOCTOR! 
,, and help to control TB 
BENG’, TUBERCULOSIS ASSOCIATION ‘ 
OCIMEL 
g (Plain and with Codeine ) 
ee, The outstanding feature of this Cough 
| Comet 4 incorporation of OCIMUM SANCTUM with 
* ee OXYMEL (Orange Honey from the Hills), besides 
other reputed Indian drugs, B.P. Expectorants etc. ie 
% : and is better known as a never failing medicament. : 


‘ANACOBIN' afeilable in peck 
and strength for every need. 
JECTIONS : 
jals of and 10 mi—100 and 200 
of mi 


Vial ~ 908 | microgreins 
Vitamin B,, per mi 
SLETS : 


tes of 25 and micrograms 
ttamin B,, 
of mcrograms Vitamin Bu 
la 
Vitgmo 8 in cach 


/anacobin 


=] 


with reliable prepara- 
of pure crystalline Vitamin Bi 2. 
The marketing of ‘ANACOBIN’ 


BRITISH DRUG HOUSES 


(INDIA) PRIVATE LTD. 
P.O. Box 1341, Bombey-!. 
Branches at; Calcutta - Delhi - Madras 
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NO PROTEIN 
REACTIONS 


BOTH IMMEDIATE 

& PROLONGED 

ACTIONS 

PATIENTS 

CONTROLLED 

WiTH ONE 
ECTION 


_ INSULIN SOLUBLE 
& PROTAMINE ZINC 


& 


A well 
tolerated 
ORAL HYPOGLYCEMIC 


Most snitable 
for early and 
mild diabetics 
@ as an adjunct 
with UNIDURA 
and our other 
INSULINS 
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296 © rest of nature, O sleep, most gentle of 
the divinities, peace of the soul, thou at whose 
presence care who soothest hearts 
wearied with daily employments, and makest 
them strong again for labour 


OVID—MET AMORPHOSES. 


‘ETHOBRAL’ contains quinal- 
barbitone, so mg. (9 gr.); buto- 
barbitone, 30 mg. (4 gr.); and 
go mg. (2 gt.) 
ith ‘Ermonnau’ there is rapid 
onset of hypnosis, extended dura- 
tion of sound sleep and freedom 
from barbiturate gover. 
The rapid onset of sleep is due to 
the incorporation of quinalbarbi- 
tone; depth of sleep to quinalbar- 
bitone plus butobarbitone - both 
of which are detoxified by the 
liver; the extended duration to the 
phenobarbitone - excreted by the 


Sedative dose : 


“ETHOBRAL 


Hypnotic dose : tablet before retiring, 
or tablet or twice daily. 
whes of 20 tablets. 


for all patients who need sleep 
JOHN,WYETH & BROTHER LIMITED 


(incorporated in England with Limited Liability) 


Steelcrete House, Dinshaw Wacha Road, Bombay 


kidneys. This selective excretion 
of the incorporated barbiturates 
lus the fact that each is present 
in only @ fraction of its usual 
therapeutic dose, makes Ernosrat’ 
the barbiturate preparation least 
likely to produce toxicity of 
hangover. 
In addition to insomnia, ErHosrat™ 
is specifically indicated for day-time 
Sedation or as a nocturnal hypnotic in 
the adjuvant treatment of Peptic 
Ulcer, Asthma, 
Premenstrual Tension, Menopausal 
stress and Anxiety state, 
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3 TROPAZINE 3) ‘ROCHE’ 
ELIXIR require a | 
$A NOVEL COMBINATION OF WELL 2 | CLINICAL RESEARCH EXPERT | 
$ ESTABLISHED THERAPEUTICALS FOR 
) THE SPECIFIC TREATMENT OF TROPI- ? 
an 
$ CAL EOSINOPHILIA. 5 | Evaluation of Pharmaceutical Specialities 
4 Advantages: 1. Immediate relief and spectacular ) Applicants must have post-graduate medical | 
§ improvement in all the distress- 2 | || qualifications of any Indian or Foreign Univer- 
9 ing symptoms (Cough, Wheeze ¢ ! sity or an equivalent Diploma and minimum | 
Q and the typical Rhinitis ete.) $ | || one year’s experience in the evaluation of new | 
4 associated with Tropical eosine §/ | therapeutic agents. Must have a natural flair | 
philia. for dealing with people and be to 
, toxici { travel extensively throughout India establishing 
2 | close contacts with Medical Research Centres. 
; Each 30 c.c. (1 fl. oz. approx.) contains : 5 | experience. Age between 35 and 40. 
2 | Only those meeting the above requirements 
¢ Glyceryl Gualacolate = =e 6 need send their applications in strict confidence | 
4 « « Diphenyloxy Dimethylaminoethy! | to: 
$ Aceta drochl % 4.0 } 
Roche Products Private Ltd., 
$ Phytosynth Laboratories at P. O. Box 594, 
P. B. No. 65, COCHIN-2. BOMBAY-1. 
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For the pregnant, a good start to the day may J 
be marred by nausea and vomiting. But / 
morning sickness is not an inevitable condition : i . 


control or improvement of symptoms is possible ( ey 


with ‘Avomine’, now widely acknowledged as 


a safe and effective anti-emetic for prophylaxis ee. / 
and treatment. \ 


‘AVOMINE" 


promethazine 8-chlorotheophyllinate 
WANUPACTURED BY @. MAY & BAKER LTD 


Oistribused by: MAY & BAKER (INDIA) PRIVATE LTD - BOMBAY CALCUTTA GAUHATI - MADRAS - NEW DELHI 


mans «47 


Printed by Sri Tarani Kanta Basu at Sri Gouranga Press Private Ltd., 5, Chintamani Das Lane, Caicutta-@ and published 
by him on behalf of the Indian Medical Aesociation from 23, Samavaya Mansions, Corporation Place, Calcutta-13. 
Editor—Dr. P. K. Guha, M.B., M_R.C.S. (Eng.j, D.O.M.S. (Lond.) 


| 


To 


ALL MEMBERS OF THE INDIAN MEDICAL ASSOCIATION 


Dear Sirs, 
You would certainly be very glad to learn that the monthly health journal, Your 
Health published by your Association has been well appreciated throughout the world. Its 
ninth year of publication commences from January 1960. 


In the name of your Association and to promote health education in the country, 
may I request you to enlist a few subscribers from amongst your friends? Moreover, I would 
appeal to you to please see that your local, public, college and high school libraries subscribe 
to this journal for the benefit of the realers. May I expect that you will secure at least two 
or three new subscribers? The Editor, Your Health will be pleased to send you or the pros- 
_pective subscribers specimen copies of Your Health, if a post card is sent with that request. 


With kind regards, 


Yours faithfully, 
P. K. Guna 
January 15, 1960. Hony. Editor 
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Post-free subscription rates (from any month) 
FOREIGN: Rs. 10/- (1 yr.) Rs. 16/- (2 yrs.) 
INLAND: Rs. 8/- (li yr.) Rs. 12/- (2 yrs.) 
For Members of the I.M.A.: Rs. 6/- per year 
Single Copy 75 Naye Paise 
23, Samavaya Mansions, Corporation Place, 
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